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6 There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component т its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with а tension component.*? 

Krantz, J. C., Jr.: The restless 
-patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


25:68, Feb. 1958. * М © ] 
1 town 


the original meprobamate, discovered and introduced by . 
M WALLACE LABORATORIES, New Brunswick, №. J. . 
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and DEXAMYLU? ѓо keep depressiv 


brand of dextro amphet- 
amine and amobarbital 


P24 336 


intensive psychotherapy . 









У 
Mil. Oei adi. 


mptoms under control 





Dexamyl's antidepressant, mood-lifting ef- 


fect can often help you restore your patient's 


energy and drive—keep her depressive symp- 
toms under control between psychothera- 
peutic interviews. In a recent article on 
the treatment of neurosis, Batten! reports, 
"Myerson observed that а combination of 
amphetamine derivatives with one of the 
barbiturates [as in “‘Dexamyl’| helps to re- 
establish an approximately normal emotional 
уже, "Пиз bringing the latent forces . . . for 
сиге or remission into play." 


Caldwell and Nowers? state, “The particu- 
larly desirable results achieved in depressed, 
tense, ‘nervous’ women suggest that, for 
some patients, |'Dexamyl'] may be more ap- 
propriate than the widely used tranquilizers 
which create an attitude of indifferent calm." 
‘Dexamyl’ is available as tablets, elixir 
and Spansule® sustained release capsules. 
Smith Kline & French Laboratories 

1. Batten, C.T.: California Med. 90:202 (March) 1959. 


2. Caldwell, W.G., and Nowers, W.: California Med. 
88:380 (May) 1958. 


leaders in psychopharmaceutical research 
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300 mg CAPSULES 


ers “> ood night’s sleep can be described in many ways, but “natural” comes closest to 

€ kind of sound, refreshing sleep your patients will enjoy when you prescribe new 
NOLUDAR зоо. Prompt action ... unsurpassed safety ...6 to 8 hours of undisturbed 
rest... and a cheerful awakening without "hangover"—such is the quality of sleep wih — 
NoLupaR. Well tolerated, non-barbiturate, non-addictive, virtually free of even minor 
side reactions. DOSAGE: Adults— One 300-mg ES ч 
capsule before retiring. Also available 
in 200-mg tablets for gentle hypnotic 
effect and 5o-mg for daytime sedation. 
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-INSOMNIA NEEDS MORE THAN A HYPNOTIC 
"INSOMNIA NEEDS MORE THAN ATRANQUILIZER 4 


SESS HYDTRAN. 


° Cronk, С. H., and Naumann, D. E.: New York J. Med. 55:1465, 1955. / Paper in preparation: Data on 500 00 clinical cases. (Available on reques 
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DUAL-RELEASE HYPNOTIC TRANQUILIZER ` 


for tension-free sleep all through the night 





Sleep comes the higher 
quick, sure and cerebral levels and 
sound, with new quickly brings needed 
Hyptran. The outer layer sleep. Hyptran's inner 


contains an immediate core of phenyltoloxa- 
calming dosage of SL mine, released later in 
phenyltoloxamine, thenight, controls in- 


a mild, certain WITHIN somnia-causing anx- 


non-phenothiazine ieties, keeps them 
tranquilizer to sup- SLEEP from''breakingthrough'' 
port short-acting seco- and interrupting sleep. 
barbital. This fast-acting, Patients awake calm and 
quickly metabolized clear-headed, fully re- 
barbiturate acts — freshed mentally 
directly on and physically. 
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DELAYED RELEASE 


PHENYLTOLOXAMINE CITRATE 
75 MG. 







DOSAGE: 1-2 tablets before retiring. SUPPLIED: Bottles of 1C' 


REFERENCES: Batterman, R. C., et_al.: New York J. Med. 58:3821, 1958./Harrison, T. R.: Principles of Internal Medicine, ed. 3, 
York, McGraw-Hill? 1958, p. 1764. / DiMascio, A., et al.: Am. J. . Psychiat. 115:301, 1958. / Sainz, A.: Proc. Mohawk Valley Psychiatric As. 
June 17, 1957. / Fleischmajer, R., et al.: Antib. Med. & & Clin. Therap. 5: 120, | 1958. / Hoekstra, J. B., et al.: J. Am. Pharm. A. 42:587, 195 
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‚ recovery goal 





Turmoil, fear and frozen behavior in a paranoid patient are Beginning of responsiveness, trust in therapist. 
mixed reactions to social situations. TRILAFON, I.M., started. | Suspicion diminished, responsiveness improving. 


Consistently considerate treatment from hospital person- 
nel supports the emerging sense of values and purpose. 





: 


3 A clear turning point, and a quiet clear frame of 
mind. TRILAFON continued orally, 12 mg. q.i.d. 


Six months later, staff notes a major “profile” change as the patient “holds 
his own” successfully in the daily interrelationships of the hospital community. 


facilitates social 
improvement... 
the initial goal 


of therapy 
in mental patients 


'erphenazine 


Dosage: Depending on the severity of 
the condition and response of the inci- 
vidual case, the dosage is 8 to 16 mg. two 
to four times daily. Consult Schering lit- 
erature for other indications, as wel! as 
for details on dosage and administration, 
precautions and contraindications. 


Packaging: Tablets 2 mg., 4 mg. and 8 me., 
bottles of 50 and 500; 16 rig. bottle of 560. 
REPETABS —4 mg. in the outer layeg and 4 mg. 
in the timed-action inner core, bottles Q 30 
and 100. TRILAFON Injection— 5 mg., атрш © 
1 cc., boxes of 6 anc 100; 10 cc. vial, 5 mg. cc, 
boxes of 1 and 10. TRILAFON Concentrate— 16 
mg./5 cc., bottle of 4 oz., with graduated 
dropper. TRILAFON Supposi'ories —4 mg. and 
8 mg., boxes of 6. TRILAFON Syrup-2 тр./ $ cc., 
4 oz. bottle. 


TRILAFON,® brand of perpherazine. 
REPETABS,® Repeat Action Tablets. 


SCHERING CORPORATION * BLOOM! IELD, NEW 
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T 
ees the Ы LI 
patients: 
became 
easily 
manc e" и | 
ianageable In chronic schizophrenia! 
the normalizing influence of 
ix . Dartal became evident by 
...8:ае ’ areturn to a quiet and 
e ffe ets! | , normally active behavior, 
р | reduced aggressiveness and 
were . tension, lessened anxiety 
ratifyin li and delusions, and better 
9! e Vy gy subjective feeling in 81.5 
low | per cent of a series of 
fifty-four patients. 


in 
incidenco" All in this group had been 
uncta ence refractory to shock therapy, 
with hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 
Al ta methods of therapy because 
side actions were infrequent 
brand of thiopropazate dihydrochloride (occurring in 4 per cent); 


all side effects were 
readily reversible. 


® 
Dartal was preferred by 


dihydrochloride - the patients to other 





In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 


1. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
2. Edisen, C. B., and Samuels, A. 5.: А.М.А. Arch. Neurol. & Psychiat. 80:487 (Oct.) 7958. 
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ultra-short-acting | a 
. skeletal muscle dE 
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Succinylchcline Chloride 


— Tg 
R SAFER ELECTROSHOCK THERAPY 
B 


EE Less 


ы Injection ‘ANECTINE? | A'A 60 Seconds After Injection 


• patient relaxed « shock given 
• modified clonic phase begins 


90 Seconds After Injection 180 Seconds After Injectic 





• modified clonic phase ends • normal respiration returns 
(total time of shock procedure 
« 4 approximately 3 minutes average) 


Га pid Comments from the literature: 


«. .. method of choice.’ 


relaxat | ОП Havens, L. L.: Dis. Nerv. System 19:1 Дап.) 1958. 
e ^ 


€. ..recommend its use. 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


* €. . . treatment of choice.” 


re Cove ry Michael, K. D., and Wunderman, D. С. J. Ne-v. & Ment. 


Dis. 126:535 (June) 1958. 
.. «... irrespective of age." 
ж Robie. T. R.: J. M. Soc. New Јев :82 (Feb.) 1955. 


d Complete literature available upon request. an 


'Anectine'* brand Succinylcholine Chloride 


EN 


Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 





BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
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" Stelazine 


м 
Ё. te , а brand of trij fluoperaz ine 
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` to help you reach 
( the chronic psychotic 
t 


Becaifse *of*its clinically demonstrated effec- 
tiveness in the treatment of chronic psychotics, 
'Stelazine' therapy should be tried for such 
patients, no matter how discouraging the re- 
sults of previous therapies may have been. 


an awakening effect 


Allen! reports that ‘Stelazine’ had an awaken- 
ing effect on chronic patients "who had 
previously been lacking ambition, initiative, 
or interest in their surroundings.’ 


delusional and hallucinatory 
trends alleviated 


‘Stelazine’ also ‘‘alleviated delusional and hal- 
lucinatory trends and facilitated communica- 
tion and psychotherapy. . . To appreciate 
the significance of this progress, it must be 
remembered that these patients had spent 
years on closed wards, beyond the reach of any 
available form of therapy." 


1. Allen, V. S.: Trifluoperazine in the Treatment of Drug-Resist- 
ant Schizophrenics, J. Clin. & Exper. Psychopath. 20:247 (Sept.) 
1959. 
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QUALITY / RESEARCH / INTEGRITY 


ULTRAN' helps you to restore assurance 


In a wide range of diseases which are primarily organic, apprehension, 
anxiety, and tension may obstruct recovery. In such cases, adjunctive 
therapy with Ultran as an aid to your reassurance will often equip 
the patient better for a smooth return to normal living. 

Ultran (1) allays apprehension and anxiety, (2) relieves neuromus- 
cular tension, and (3) enhances the effectiveness of analgesic therapy. 
It is well tolerated, notably safe, and chemically unique. 

Supplied in Pulvules® of 300 mg. (usually 1 t.i.d.) and scored tablets 
of 200 mg. (usually 1 q.i.d.). 


aM eit: edol, Lilly) 


ELI LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S.A. 
974002 
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``” REVIEW OF PSYCHIATRIC PROGRESS 1959» Y 
BEEN B 


HEREDITY AND EUGENICS 


FRANZ J. KALLMANN, M.D.! 


Improved techniques for cultivating hu- 
man cells and the newly achieved accuracy 
in identifying each of the 46 chromosomes 
in the normal diploid chromosome comple- 
ment of man(13, 18, 19, 46, 58, 71, 72) 
opened a long-sought gateway to pene- 
trating advances in medical (psychiatric) 
genetics during the past year. With the dis- 
covery of distinct chromosomal irregular- 
ities in a number óf severe pathological 
conditions such as,mongolism, congenital 
malformations and various disturbances in 
sexual development, a handful of diligent 
cytogeneticists began to reduce the long 
list of psychiatrie disorders of hitherto un- 
clear etiology. At the same time, much- 
needed explanations were furnished not 
only for eaxlier genetic hypotheses based on 
comparative twin and sibship data, but 
also for the results of diagnostically valu- 
able sex-chromatin tests differentiating be- 
tween the cells of chromatin-positive and 
chromatin-negative individuals(4, 26, 44, 
52). The methodological principles and 
conceptual implications of both types of 
procedure were expertly reviewed in a 
great variety of symposia and publications 
dealing with the intricate technical prob- 
lems of behavioral and population genetics 
(5, 9, 14, 25, 39, 38, 39, 41, 51, 61, 65, 66, 
67, 68, 69, 70, 75). 

‘The exact nature of the disarranged 
chromosome co ration in mongolism, 
reed foi non disjunction Б of chromo- 
some 21 and conclusively anticipated by 
serial twin studiés, was identified in France 
by Lejeune её al.(46, 47, 69) and immedi- 
ately confirmed in England by Ford, Jacobs 
and others(35, 66), in Sweden by Bóók et 
al.(8), and in the United States by Puck's 
research group(66, 70). Mongoloid patients 
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were thereby classified as carriers cf 47 
chromosomes with a triple ch-om-some 
system (two chlirómosomes 21 from one par- 
ent and only one from ее er). The 
unique opportunities offere] by th:s pri- 
mary trisomic condition for Ве. 
biochemical studies of the products of genes 
located on the given chromosome wece rec- 
ognized everywhere. 

Equally promising approaches tc the 
construction of a human chromo:ome map 
were uncovered by the identifcaton of 
irregular sex chromosome complements in 
_chromatin-negative females wita. cvarian 
“dysgenesis (Turners syndrome character- 
ized by an XO sex chromosome formula and 
a total of 45 chromosomes due :o Ёз loss 
of a Y chromosome), in chromatin-p sitive 
males with testicular dysgeresis, 2unachoid 
symptoms and an XXY sex chromosome for- 
mula (Klinefelter's syndromes with a total 
complement of 47 chromosomes}, and in a 
sexually underdeveloped superfemake with 
three X сһготоѕотеѕ(21, 22, £6, =7, 64, 
70). Hence, the Y chromosome і. man 
proved to be male-determining, while a 
complement of 48 chromosomes, with an 
extra X chromosome end an extra caromo- 
some 21, was found to produce Фе са] 
features of both mongolism арж КЕпеѓе]- 
ters syndrome(20). Another unusu=l case 
of disarranged chromosoms strachze (45 
chromosomes with translocatiom ос auto- 
somal fragments) was observed in a men- 
tally defective boy with celayed paysical 
development and multiple bony defcrmities 


of the vertebral column( 78 
In line with the theory that efects g- 
in the larger chromosomes woul p:obably. 
he“ 


be lethal, it was to be expected that t 
search for quantitative chromcsomal dis- .. 
arrangements would be futile ir. such con- 
ditions as schizophrenia or Wilsoe's dis- 


ЕТТ 






- 





ease assumed to be фе to the effect .of 
major mutant депе rather. than to non- 
isjunction or translocation of entire chrom- 
osomes. Other reported “negatives” 


' An important contribution to the under- 
standing of the role played by DNA (9е- 
oxyribonucleic acid, the ever-present prin- 
cipal component of chromosomal material) 
in disordered nuclear activity (synthesis 
of proteins and. nucleic acids) was the ob- 
servation by Allfrey and Mirsky(l, 70) 
that the phosrhoric acid groups dotting the 
surface е of DNA mole molecules carry negative 
electrical charges. Following removal of 
DNA from isolated nuclei, neither protein 
nor nucleic acid was synthesized, and re- 


‘placement by electrically neutral or posi- 
tive molecules failed to reactivate the nu- 


clear chemistry. However, a depleted nu- 
cleus was seen to return to normal function 
when its original DNA content was.restored 
or when it was replaced by another large 
electrically nezative molecule. 

The newly accentuated need for ade- 
quate ‘books cn medical genetics, embody- 
ing recent advances in biochemical and 
cytological genetics, was met by a growing 
output of specialized textbooks. The bio- 


chemical deficiencies detectable as con- 


comitants of mutant gene changes through 
some faulty link in protein synthesis were 
competently dealt with in the books of 
Anfinsen(2), Butler(11), Hsia(31), Lamy 
et al.(45) and Zamenhof(76), and in spe- 


cial chapters and research reports by. 


Abood, Celler and Hoffer(24), Childs(12), 


"Corey and Horowitz(33), Gutman(27), 


Kety(42), Mautner(48), Racker(53) and 
Rhoads(55). Some of the long established 
textbooks appeared in considerably revised 
editions, including those of Roberts(56), 


| . Sinnott e£ al.(60) and von Verschuer(74). 


Problems o£ cytodifferentiation were ex- 
plored by Havashi(30) and. the contribu- 
tors to a conference xeport edited by Rud- 
nik(59), while recent discoveries in the ge- 
netic ада of homograft. incompatibility 

€ reviewed by Billingham(7), Brent 


iple histocompatibility genes (15 or more) 


m Medawar/ 49) and others. Of the mul- 
2: t 


determining the antigenic substances rè- 
sponsible for eliciting homograft reactions, 
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in- 
„с№аєа-. Apert’s and Marfan's syndromes, 
'anencephaly, and chondrodystrophy ( 70). 


the one occupying the so-called H-2 dos 


seemed to be particularly important, Sot” 


of the 10 alleles situated at-this locus уу -- 


shown to produce “transplantation antigens. 
so powerful that hosts which differ from 
their donors simply at thís one locus—that 
is, with respect to a single antigen—may- 
destroy a homograft within less than two 
weeks'(7). The evolutionary aspects of 
human, behavior and population .structure 
were reevaluated by Dunn(16), Fischer 
(17), Roe and Simpson (57) and Sheppard 
(62). 

In the clinical: and demographic areas of 
psychiatric genetics, 4 well-documented re- 
search reports were added to the Scandi- 
navian series, of monographs.;:namely, those 
by Arentsen and Strómgren(3) on a nation- 
wide cross-section investigation of Danish 
mental hospital patients, with detailed 
prevalence, morbidity and disease expect- 
ancy rates for the various forms of mental 
illness; by Hallgren(28) on 177 Swedish 
cases of retinitis pigmentosa combined with 
congenital deafness’; 
Danish families with 249 cases of infantile 
optic atrophy which seemed to follow the 
dominant mode of inheritance; and by 
Stenstedt(63) on a study of the parents 
and siblings of 307 patients diagnosed as 
involutional melancholia “according to 
Henderson-Gillespie’s usage of the term." 
In Hallgren’s survey it was noted that 
nearly one-half of the affected individuals 
were either mentally retarded or psychotic, 
with the majority of the latter showing “а 
schizophrenia-like symptom picture.” The 
frequency of psychiatric or neurological 
disorders among their parents and ‘siblings 
was not found to be higher than that in 


the general population, but that of matings ` 


between first cousins among the parents ap- 
proximated a rate of 17%. 

Stenstedts data on the genetic aspects 
of "endogenous affective disorders in later. 
life" were based on patients who had "pure 
depressions without conspicuous paranoid 
symptoms." The study yielded an increased 
morbidity risk figure of 6.12 for the parents 
and sibs of the index cases, and no evidence 
for "a genetic connection with any other 
mental diseases." However, the investigator 
used the classification of schizophrenia "in 


a fairly narrow sense,” while he subdivided: S 


к 


by Kjer(43) on 19 
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104 into psychogenic depression, manic- 
ressive psychosis and involutional mel- 
сћоНа, combining the two latter categor- 
„es under the label "endogenous affective 
disorders." By defining involutional melan- 
cholia as "a kind of endogenous depression 
in later life," the analysis served to confirm 
a technical peculiarity that had become ap- 
parent in previous family studies of this 
etiologically heterogeneous type of psycho- 
sis; namely, the fact that the psychiatric 
features of the personal histories and family 
backgrounds to be analyzed tend to depend 
on the system of clinical classifications used. 
This technicality was stressed in: several 
comprehensive reports which dealt with 
classificatory concepts of psychiatric gene- 
tics( 6, 15, 40, 54). | 

The long list of other pertinent contribu- 
tions to the understanding of genetic and 
eugenic population problems included sev- 
eral books and symposia concerned with the 
biological, social and psychiatric aspects 
of fertility, family planning, and control of 
population growth(23, 29, 34, 50, 67). One 
of the most interesting findings in the study 
of Freeman et al.(23) on the attitudes of 


2,713 white, married women aged 18 to 


39 in 1955 was that the majority of couples 
in this group had a fairly specific idea of 
how many children they wanted. They used 
contraceptives to space their children and 
to prevent conception when they had the 
desired number, and they were reasonably 
successful in limiting the number of chil- 
dren, but not always in spacing them ac- 
cording to their plans. 


The importance of cytogenetics in cur-: 


rent research programs was reflected by the 
fact that the 1959 Nobel Prize in physiology 
and medicine was awarded to two Ameri- 


can biochemists, Severo Ochoa and Arthur. 


Kornberg, for discoveries related to the 
synthesis of ribonucleic acid (ВМА) and 
deoxyribonucleic acid (DNA), the two key 
chemicals in the reproduction of hereditary 
qualities. While Ochoa found a bacterial 
enzyme capable of synthesizing RNA in the 
test tube, Kornberg's contribution was the 
discovery of an enzyme promoting DNA 
production from smaller molecules. | 
The 1959 Thornton Wilson Prize in pre- 
ventive and genetic psychiatry was shared 





Altogether, 1959 wag a very productive 
year for medical genetics, and held glowin 
promises for the future. 
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NEUROPHYSIOLOGY, CHEMISTRY AND ENDOCRINOLOGY 
| ORTHELLO R. LANGWORTHY ! 


Advancing concepts in neurophysiology 
(1, 2) usually discussed under the head- 
ing of the non specific or reticular 
complex merit review, particularly in rela- 


tion to possible application to psychiatry. 


The reticular or non specific system is 

better defined on a physiologic than on 

an anatomic basis. Magoun calls it a cen- 

Ss tral transactional core between the strictly 
| sensory and motor systems of classical neu- 
rology. It can be considered anatomically 

as similar to the diffuse and infinitely com- 

plex fiber systems which characterize the 

brains of lower vertebrates as Herrick de- 

scribed than in amphibia. These relation- 

ships have been further elaborated in phy- 
logenetic development. There are many 

groups of cells in the brain stem and par- 

ticularly in the midbrain which relate to 

this complex. These neurons receive col- 

lateral branches from the ascending sen- 

sory tracts, especially the spinothalamic 

S and spinocerebellar. The proprioceptive or 
= medial lemniscus system gives few collater- 
als to these cells, On the other hand, the 
trigeminal sensory nuclei contribute heavily 

to the sensory inflow. Central areas of the 
midbrain tegmentum constitute a major 


^^ tremination point for ascending reticular 
. pathways (Nauta and Kuypers). At the 
: caudal border of the thalamus the non 
Ф specific pathway bifurcates, the ventral 


portion continuing into the subthalamic 

region and the dorsal turning into the 

«  intralaminar cell groups of the thalamus. 

An extensive midbrain region projects to 

the hypothalamus, the preoptic area and 
the medial septal nucleus. 

Sheibel and Sheibel illustrated that the 

le activity of a single reticular cell may be 


" *  lThe Johns Hopkins Hospital, Henry Phipps 


. e Psychiatric Clinic, Baltimore 5, Md. 
{ а 





influenced by stimuli from all the extr=mi- 
ties, smell, sound, vagus nerve,@arebe_lum 
and cerebral cortex. The reticular cell ap- 
pear to integrate a number of sensory in- 
puts rather than maintain specificity. These 
authors studied the structure of the cells. 
Their axons are of enormous complexity, 
and branch in cranial and caudal direc- 
tions. They give off numerous colla-erals 
along their entire course including ter- 
minations in the sensorv nuclei of the cra- 
nial nerves. The thalamic reticular farma- 
tion appears as a sheet-like continuation of 
the mesencephalic tegmentum, huggirg the 
internal aspect of the internal capsule. Its 
structure makes the possibility that it has 
a filtering function not unlikely. The mid- 
line nuclei of the thalamus give тке to 
axons which influence the activity cf the 
cerebral cortex. The hippocampus and 
amygdala as well as the neocortex infl -ence 
reticular activity just as they are influ=nced 
by it. 

It is established that influences from the 
brain stem reticular system extend caudad 
to control sensory activity and patterns 
of tone. Also, influences extending ucward 
from the midbrain are capable of arousing 
or awakening the animal and changing the 
brain wave pattern from a sleeping to a 
waking one. If the brain stem is transected 
at the upper midbrain level the nimal 
never awakes. Now evidence is accumulat- 
ing that the diencephalic portion of the 
reticular system filters out unimportant 
stimuli and may thus dirétimattention. 
Sharpless showed that a selected musicat” 
tone will arouse a sleeping anime. апа, 
produce significant changes of orain wave 
pattern. However, repetition of this tone 
will cause this response to disappear. Wide- 
spread cortical ablation including much 


GNI 


more than the audifpry areas of both hemi- 
spheres will not prevent the cat from 
learning not to awaken to a repeated tone, 
ile awaking promptly to a novel one 
(Jasper). The function of the reticular 
: system in normal adaptive behavior may 
be in the nature of a prevention of general 
arousal to all stimuli with a control of selec- 
tive responsiveness to significant stimuli. 









PLEASURE AND PAIN INDUCED ВХ SELF STIM- 
ULATION OF THE BRAIN 


Experiments in which an electrode is 
chronica] jmplanted in the brain and the 
circuit is arranged so that the animal can 
deliver shocks to himself at will have 
elicited results of extreme interest to psy- 
chiatrists. Stimulation of certain areas in 
the basal forebrain elicit feelings that are: 
rewarding, positive or enamoring. Stimula- 
tion of other areas are punishing, negative 
and alienating (Brady). Different portions 
have quantitative importance. Placing 
them in the order from most to least re- 
warding in the monkeys they are, basal 
tegmentum 02 the mesencephalon, ventro- 
medial nuclevs of the hypothalamus, intra- 
laminal system of the thalamus, septum, 
upper fornix and putamen. Animals avoid 
the electric shock when electrodes are 
placed in certain lateral and posterior 
parts of the diencephalon and in lateral 
parts of the tegmentum. The positive re- 
warding effects can be achieved within a 
broad system of structures whereas the 
negative effect is much less extensive. 

When electrodes are in certain positive 
positions animals stimulate their brains 
more than 5,000 times an hour. Olds be- 
lieves that the positive effect is derived 
from stimulation of cells actually involved 
in hunger, sexual and other reward proc- 
esses. The rewarding experience often in- 
creases the hunger drive. Brady found that 
the rate of bar pressing in caudate stimu- 
lated animals is greatly reduced by feeding 
to satiety just prior to testing. In certain 
male ani self stimulation disappeared 

"most completely after castration, but re- 

РА ^. turned to normal after the androgen level 
e: was restored. Others have suggested that 
'- Ше positive effect is of a convulsive nature 
| (Doty). Porter obtained abnormal spike 
and wave patterns during self stimulation. 
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Brady showed that animals would to 
ate painful stimuli in order to obtain the 
positive self stimulation response. A con- 
ditioned emotional response of the fear or © 
anxiety type failed to appear when the » 
animal was pressing the lever for brain 
stimulation reward. А monkey receiving , 

a rewarding stimulus has a facial expres- 
sion of preoccupied relaxation. In general 
animals being stimulated in these regions \ 
are more tractable and have a more аЁес- 
tionate attitude toward the observer. An 
animal stimulated in the area of negative 
reward makes an effort to avoid the re- 
sponse and appears to be frightened or in 
pain. If an animal is left on this circuit 
for 8 hours there are deleterious after 
effects, irritability, biting and refusal to 
eat. This can be reversed by placing the 
monkey on a rewarding circuit. Andy re- 
ported that self stimulation of the amygda- 
la and septal regions raises the pain thresh- 
old. Sem-Jacobsen stated that stimulation 
of the ventromedial region of the frontal 
lobe relaxed psychotic patients. Sharpless 
pointed out that the areas most effective in 
producing positive reinforcement are con- 
nected with the ventral branch of the bi- 
furcating reticular activating system. 


CHEMISTRY 


There is considerable interest in the 
site of action of sedative, tranquilizing and 
stimulating drugs within the nervous sys- 
tem. Opinions differ and must be accepted 4 
provisionally. Bradley showed that cho- , 
linergic drugs do not appear to act on Ње ^ 
reticular activating system of the brain 
stem but more diffusely and on a mech- 
anism which is not concerned with be- 
havioral changes in terms of wakefulness “. 
and sleep. This may be the diffuse thalamic” 
projection, system. Thus physostigmine, a 
cholinergic drug, produces a brain wave 
pattern of wakefulness without alerting the 
animal. Conversely, atropine, an acetly- 
choline antagonist produces a brain wave . 
pattern of sleep even though the animal 
is alert. Both amphetamine and d-lysergic 
acid diethylamide (LSD25) give a brain 
wave pattern of wakefulness and the ani- 
mals become alert and excited. With 
LSD25 the alerting appears to be depend- ., 
ent upon external stimuli from the .en- 
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fonment. Chlorpromazine induces drow- 
siness and indifference with a decrease in 
response to auditory, visual and tactile 
stimuli. After the midbrain is transected, 
amphetamine no longer has any effect on 


behavior or electrical activity suggesting 


that it acts on the reticular system. It is 
possible that the effect of amphetamine 
may be related to its sympathomimetic ac- 
tion since adrenalin is highly concentrated 
in this region. The effect of 1.8025, on 
the other hand, is lost after section between 
the cord and brain stem. The LSD25 may 
exert its influence on receptors more close- 
ly related to the collaterals entering the 
reticular system from the great afferent 
pathways. 'Thus the drug may sensitize the 
reticular system to external influences 
rather than excite it directly. Chlorproma- 
zine produces only a moderate rise in 
threshold to responses elicited on stimula- 
tion of the reticular formation. At the 
same time the preparations become un- 
responsive to afferent stimuli and the lat- 
ter no longer produce arousal. Phenobar- 
bitone, on the other hand, exerts a depres- 
sive reaction on the reticular formation. 
Blocking of arousal to afferent stimula- 
tion may be a more specific action of this 
drug and may be due to its effect on re- 
ceptors related to afferent collaterals en- 
tering the reticular formation. 

Kilam and Killam found that chlorpro- 
mazine markedly elevates the threshold 
for behavioral arousal following thalamic 
stimulation. The action of the drug in in- 
creasing the filtering of sensory input may 
contribute to the failure of behavioral 
arousal. The responses in the reticular 
system to evoked activity from the pe- 
ripheral nerve are enhanced by chlorpro- 
mazine as are the inhibitory effects of 
stimulation of the reticular system on re- 
sponses in the auditory system. They con- 
cluded that chlorpromazine enhances the 
controlling or filtering effects of the retic- 
ular formation on lateral sensory pathways. 


ENDOCRINOLOGY 


Hume found that there was a rather 
specific and separate localization in the 
hypothalamus for the control of the ante- 


^. rior pituitary secretion of corticotropin, 
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thyrotropin and gonjdotropin. The thy-/ 
rotropin and corticofropin areas overlap 
and are located in the anterior si 
the median eminence and the pesf-optic, 
areas. The control of the gonadotropic hor- 
mone is in the posterior limb o the pitui- 
tary stalk and well localized to a small 
zone. Hume suggested that separate cell 
bodies, separate fiber tracts ard separate 
portal veins connect with separate areas in 
the anterior pituitary controlling the secre- 
tion of these three substances. Fisher in- 
duced sexual activity in rats by s-imula- 
tion of the lateral preoptic area, Sawyer 
presented evidence that the Teticular ac- 
tivating system in the midbrain tegmentum 
and basal diencephalon has important im- 
plications in neuroendocrine function. 
Drugs or lesions which depress or destroy 
the reticular function inhibi- activation 
of the pituitary ovulating hormone. Spon- 
taneous ovulation is similarly controlled, 
at least in part, by the reticuler formation. 
Harris postulated that endocrine function 
is affected in a major way by extralemniscal 
afferent fibers of many modalities influenc- 
ing the hypothalamus to regulate both 
lobes of the pituitary gland. 

Mason studied the neural contro! of the 
pituitary-adrenocortical response. Нуро- 
thalamic stimulation produced a marked 
hormone response. During stimulation 
these animals showed growing uneasiness, 
increased alertness and usually refused 
food. Similarly stimulation of the amygda- 
la induced maximal rates of steroid rise. 
Minimal behavioral changes were associ- 
ated with stimulation of the amyzdala. A 
long period of hippocampal stimulation 
produced no change in the plasms steroid. 
However, samples drawn 24 to 48 hours 
later showed a marked suppression to lev- 
els well below the normal curve. Mason 
plotted the normal downward diurnal 
variation in corticosteroid levels. The peak 
in both blood and urine corticosteroid lev- 
els is in the morning and there is a steady 
downward trend during the remainder of 
the day until early morning when there ir 
a sharp rise. Then, in monkeys he inter. 
rupted the outflow from the hippocampus 
either by removing it or sectioning the 
fornix. After this operation the day and 
night corticosteroid levels became roughly 
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^ equal. He concluded that the hippo- 


'sampus-fornix systerh appears to be in- 
уе in the maintenance of the normal 
diftnal.rhythm in ACTH secretion. He 
‘postulated a cyclical mechanism from the 


^-reticular formation and hypothalamus up 


to the limbic system and back again, acting 
much as a negative feedback or dampening 
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influence on the hypothalamus and reti 
lar formation. 
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ELECTROENCEPHALOGRAPHY 
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The number of national and local EEG 
societies has steadily increased. The Journal 
of EEG and Clinical Neurophysiology has 
published during the past year proceedings 
of the American, Austrian, Czechoslovak 
and Polish, Danish, Dutch, English, French, 
German, Italian, Norwegian, and Swedish 
societies. A perusal of these proceedings 
gives a fair idea of the progress accom- 
plished during the past year as their 
publication is less delayed than the ever- 
increasing number of detailed articles. 


BASIC STUDIES 


Genesis and Significance of the Normal 
and Abnormal Bioelectrical Activity: The 
problem of auto-rhythmicity of the nerve 
cells was submitted to ingenious tests. If the 
rhythmic electrical activity of a cell were 
due to an intrinsic mechanism controlling 
the interval between successive electrical 
pulses, then the following will occur. An 
artificial intracellular stimulus, applied 
through a microelectrode, would reset the 
rhythms in such a way that the spontaneous 
pulse following :he stimulus will be de- 
layed. The delay will be determined by the 
interval characteristic of the original 
rhythm, This is what occurs in an auto- 
pulsating tactile fiber isolated from the 
posterior paw of the cat. This was not 
found, however, in the isolated spinal cord 
cells(68), where the spontaneous rhythm 


.« continues thhperturbed despite the addition- 
-al stimulus. Essentially the same results 
“were found in the cortical neurons of the 


dog's cruciate gyrus, suggesting that the 
additional intracelular stimulus does not 
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invade the structures responsible for the 
cells’ original rhythmic activity. The synap- 
tic bombardment is probably at least as 
important in determining the cells' pattern 
of firing( 47). On the other hand, the fre- 
quency distribution curves of the rhythms 
of discharge of cortical cells, rather than the 
mean frequency of this discharge, were 
found to be sensitive indicators of physio- 
logical changes produced in the remote area 
of the cortex(7). Direct cortical responses 
resulting from the electrical stimulation of 
the cortical surface has been classically 
attributed to apical dendrites. Evidence 
was presented. that this conclusion may be 
premature as the same type of responses 
may be obtained in the rabbits hippo- 
campal pallium where the orientation of 
the pyramids is opposite to that of the 
neocortex( 33). Slowly propagating slow 
evoked potentials were recorded in the 
fornix-fimbria system suggesting further 
caution in interpreting all such potentials 
as originating in apical dendrites(38). Mi- 
croelectrode analysis of the cortical neurons 
during experimental epileptic attacks 
showed a marked increase of the intrinsic 
frequency of firing(18). 


Rhythmic sensory impulses were pre- 


sented to subjects who had to indicate the 
cessation of the stimuli. Their reaction 
times were found to be a function of the 
frequencies of stimuli except that a non- 
linear perturbation was observed at stimulus 
frequency near 10 c/sec. This observation 
strengthened the hypothesis of the role of 


alpha activity as a neuronic shutter(9). The 


importance of the local cortical circulatory 
homeostasis was considered(32) in the 


genesis of the three per second spike-and- · 
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e activity. Аз to the delta rhythm, it 
as considered as indicating the presence of 
a functionally isolated cortex. Its relatively 
high incidence in the frontal regions is 
explained by an easy alteration of the tracks 
leading to this cortex(64). 

Integrative Functions : A colloquium on 
sensory integrations was recently held in 
France. In cats, a transection of pons just 
rostral to the trigeminal rootlets, is followed 
by a low voltage, fast electro-cortical ac- 
tivity ; while, if a transection is carried out 
more rostrally, a synchronized EEG cortical 
pattern is observed. This observation sug- 
gests the existence of an EEG synchron- 
izing, and possibly sleep inducing influence 
of the structures located in the caudal 
brain stem(3, 13, 48). Thus, another reticu- 
Jar regulating system is being investigated. 
The presence of an alert EEG in certain 
patients in coma are explained on the basis 
of the above findings in the mid-pontine 
preparation(39). Convergence of stimuli 
originating in different sensory analyzers 
upon single cells of the basal nuclei(2) was 
also disclosed suggesting a participation 
of these structures in. the sensory inte- 
gration. Positive (pleasurable) and negative 
(adversive) effects of the electrical stim- 
ulation of the human brain were described. 
However, the mapping of these areas was 
difficult as either effects were observed at 
distances of less than half of 1 em(61) and, 
therefore, are not as clearly distributed as 
in the lower mammals. А very effective 
locus for penile erection of the squirrel 
monkey lies in the medial preoptic region, 
rostro-ventra] to the anterior commisure 
(42). Stimulation of the supracallosal mesial 
cortex in unanesthetized conscious cats pro- 
duces bizarre behavior patterns and auto- 
nomic dysfunction of psychomotor-like 


 character(30). A case of high amplitude 


vertex spikes in a post-traumatic aggressive 
behavior disorder was reported(43), thus 
correlating with the above observation. 


- - Conditioning : Mechanisms of Uchtom- 


skys dominance response should be sus- 
pected if precocious or too stable con- 
ditioned responses are observed in certain 
patients. In one of them "conditioned" 
responses appearing after the third trial of 
photic stimulation were found from then on 


- following a great variety of different sensory 
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stimuli which were not previously asso- 
ciated with the photié stimulation; a re- 
lationship to obsession and hallucinations 
is discussed(45).' Frequency specific. өе# 
ditioning was elicited using photic stim- * 
ulation of a frequency at or near the 
subjects’ alpha rhythm. The presence of a^ 
conditioned response was ascertained by 
quantitative analysis of the record taken 
just before and just after the cond:-ional 
stimulus(4). See also(29, 65). 


CLINICAL STUDIES 
Stimulation and. Activation 


Photic Stimulation: In 37 patient; with 
unilateral brain tumor lesions, fast rl-ythms 
could not be followed on the side of the 
lesion( 16). Evoked occipital potentials are 
not as pronounced when the subject is very 
alert as when his attention ге]ахез( 58}. The 
diagnosis of hemianopsia is facilita-ed by 
electro-oculographic techniques: 35). 

Acoustic Stimulation : Intra-cereb-al mi- 
croelectrode recording of responses со rep- 
etitive clicks in human patients from a 
relatively wide area of the brain, ineluding 
the insular cortex, reveals on and off effects 
as well as driven responses. These З differ- 
ent kinds of responses seem to reflzct the 
activity of different systems as the; show 
differential characteristics(11). A constant 
tone elicited for a period of 15 seccnds at 
intervals of 30 seconds modifies tne fre- 
quency of brain waves ; it activates epileptic 
discharges in patients (children are more 
susceptible than adults) (33). On tks other 
hand, an application of clicks (cae per 
second) for 6-30 minutes elicits “drowsy 
patterns’ (34). 

Hyperventilation : With increasing age, 
slow activity induced by hyperventilation 
shifts from the occipital to the anterior 
region in adolescents and young acalts ; in 
the older age groups a reverse shift is 
observed (toward the parieto-occi-ital re- 
gion)(26). Sleep patterns were c served 
in certain patients during hyperveatilation 
(54). This is particularly frequent in nar- 
colepsy(8, 55). A hyperventilation 7esponse `` 
is very prominent in tetany(25, 50, 56). 
EEG studies demonstrated that in some 
individuals an apparent normal blozd sugar 
level constitutes a relative cerebral hypo- 


м е 586 | Ы 





о]усаетіа (74). А (quantitative study of 
voluntary hyperpneà was presented( 63). 

Sleep: In one patient complaining of 
traetable insomnia, the absence of memory 
of sleep was ascertained by EEG. In another 


'. patient, the diagnosis of hysterical he- 


mianesthesia could be made by applying 
tactile stimuli during sleep(60). ` 

À plea for caution was made in the clin- 
ical пиегрге-юп of activation techniques 


as a result of a study of a normal population 
(66). 


Pharmacology 


Increascd-syechronization was found with 
chlorpromazine, promazine, and reserpine 
(slow waves) ; meprobamate (fast waves) ; 
iproniazid, imipramine (no frequency 
shift). Desyncaronization was found with 
diethazine, benactyzine, Win-2299, and 
LSD-25(21). А followup study concerning 


pentothal activating techniques in psychi- 


atric patients was published : anti-depres- 
sants elicit patterns (fast beta and theta 
waves) which are attenuated or suppressed 
by the tranquilizers. Thus, the antagonistic 
effects of these drugs are considered(27 ). 
Diminished reactivity to auditory and visual 
stimuli was observed under the influence of 
chlorpromazine’17). However, specific 
visual evoked responses were not affected, 
while blinking artifacts were(10). Ipro- 
niazid increased mestling and attacking 


behavior and decreased sexual activity in: 


monkeys ; while EEG generally showed an 
increase of slow activity and greater spread 
of evoked after-discharges (75-100 mgs.) 
(14). Deaner which effects behavior dis- 
orders in children elicits fast activity(51). 


Vascular Lesions 


Ап increasing number of workers are re- 
appraising the localizing significance of a 
focal depression and of the delta activity 
in subdural hematomas(20, 46, 69). Also a 
great number of workers are using a con- 
trolled ‘unilateral carotid compression for 
the diagnosis of carotid occlusions(23, 40, 
`7 41, 44, 73; see also 22, 53). 


Behavior Disorders and Psychological 
Correlations 

Unilateral anc. bi-occipital slow activity 
was related to behavioral and- epileptic 






disorders in children(5, 12). Howe 
temporal localization of abnormality i 
behavior disturbances in children( 24, 71) 
and adults(57) was also stressed. In re- 
tarded adolescents and adults the relation- 
ship between the alpha index and mental 
age is not simple; irregular tracings cor- 
relate with a poor psychomotor efficiency 
(49). If one plots the number of delta waves 
on a vertical axis and the number of beta 
waves on the horizontal axis in a standard- 
ized sample of the temporo-occipital EEG 
of normal adults, EEG groupings may be 
defined. They correlate with the durability, 
profoundness, etc. of feelings and strivings. 
Increase in beta activity is associated with 
vehemence, mobility, and velocity of emo- 
tions(72). 

The level of CSF protein correlates with 
the excessive amounts of fast and slow 
activity in the EEG’s of patients with 
schizophrenia or epilepsy. It also correlates 
with incidence of behavior abnormalities 
and/or of seizures. After an anastomosis ef- 
fected by silicone rubber tubing connecting 
the temporal horn of the lateral ventricle 
to the subdural space, thus, diluting the 


protein content of the CSF, the seizure 


incidence and behavior abnormality were 
improved (19). 
MISCELLANEOUS 


Several authors found non-specific EEG 
abnormalities in muscular dystrophies(59, 


70). This suggests that the latter represent . 


a much more diffuse process than previously 
accepted. À sharp wave pattern was de- 
scribed in Jakob-Creutzfeldt’s disease(1). 
Hyper-synchronous, 3-5 per second waves 
were frequently found in Friedreich's ataxia 
(37). Bursts of generalized delta waves 
preceded tonic manifestations of “cerebellar 


fits”(28). Sudden bodily jerks upon falling 


asleep are not associated with paroxysimal 
electrical discharges(52). An interesting 
case of epileptic nystagmus was described 
(31). A relatively high percentage of ab- 
normalities were found in aviation person- 
nel(15, 67). It might be related to the 
stressful conditions of their activities(62). 
A survey of RCAF new entry pilot can- 
didates shows that EEG has not yet proved 
of value in predicting success in flying train- 
ing(6). Tu 
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This year and the last mark the date 


` when, to the several schools which have so 


far determined the views on psychological 
man in this ecuntry, a new one has been 
officially added. Existentialism for some 
time has had considerable influence on 
psychological and psychiatric thinking in 
Europe—shown for instance by the fact that 
the International Congress of Psychothera- 
py, meeting in Barcelona in 1958, adopted 
this ideology ss its major topic. Thus it 
became an interesting question in the his- 
tory of ideas and their reletionship to 
cultural idiosyncrasies when existentialism 
would make its entry into this country. A 
growing interest in what people in other 
places are doing about man’s uneasy estate 
and psychological discomfiture, and the 
consequent increase of communication 
seemed to favor acquaintance with ап 
ideology now, even though the latter is 
decidedly alien to the intellectual temper 
of this country. Conversely, the overween- 
ing force of a pragmatic empiricism which 
had not changed much since de Tocqueville 
characterized it, and a profound wariness 
of speculative theories made it unlikely that 
existentialism would сиё much of a swath 
here. What room there is for a comprehen- 
sive theory of motivation, character and ad- 
justment, had Leen preempted by psycho- 
analysis. The very fact of certain similarities 
between the two, a kinship of orientation 
in spite of all the obvious and profound 


differences, also seemed to militate against : 


the advance of existentialism(13, 2). (Both 
psychoanalysis and existentialism stress 
drives and anxiety, and the importance of 
the irrational, as well as subjective experi- 
ence and the private world of the individual 
which make introspection the basic method. 
They have a global view of man, and em- 
phasize "themes." Both hold as a funda- 
mental premise that it matters much more 
for. the individual what an event means 


' than what it might objectively be classified 


to be.) 
The progress cz existentialism at this date 
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is therefore something of an historical sur- 
prise. Whatever the explanation may be, 
both for delay and for belated success, the 
first textbook of existentialist psychology 
and psychiatry (by May, Angel and Ellen- 
berger(11)) represents a notable contribu- 
tion. This book gives an historical and 
philosophical account of the ideology as 
well as of its application—as “Daseinsana- 
lyse"—to. the problems of psychopathology 
by presenting several case studies, After 
the reader has begun to get used to an 
unaccustomed frame of reference and a 
peculiar terminology, he may well acknowl- 
edge certain general impressions. Existential 
psychology seems to be engaged in as- 
pects of conduct which at times seem 
surprisingly close to those with which psy- 
choanalysis has been concerned. Existential- 
ists seem to prefer the dramatic sweep of 
issues large as life and death. АП the world's 
a stage, and they like theirs to be no less 
than the world. At times existentialists ap- 
pear to be disinterested to the point of 
disdain in the ordinary events of adjustment 
to which psychoanalysis has taught us to 
pay close attention. They often seem more 
at home in the world of transcendental ac- 
complishments and failures than among the 
vital banalities of the body, its early crises 
and conflicts, and the self-made clichés 
which stem from them. On the other hand, 
existentialists also have learned to think in 
terms of a more inclusive image of man, 
and bring to its study a great deal of 
subtlety and imagination. Their quest for 
the meaning of man’s collective, and of his 
private world, and their extensions of the 
traditional scope of that inquiry could be 
studied with profit by other schools. In 
summary, existentialism seems to me to 
neglect dimensions of conduct, the rele- 
vance of which can no longer be ques- 
tioned; it cultivates others, and to com- 
prehend them has concepts which are 
challenging and stimulating. 

Those interested in a more detailed 
scholarly account of existentialism, not only 
as a school, but as a perennial train of 
philosophical thought, will appreciate Bar- 











ОК and commentaries(8). 

While autonomous in his fusion of various 
trends of contemporary thinking with the 
abiding stimulus of psychoanalysis, Schach- 
tel’s work(12) clearly shows the influence 
of existentialist. and phenomenological 


° eideas. He stresses especially the activity- 


seeking qualities of the organism as against 
the tension-release paradigm of psycho- 
analysis and of most learning theories. 
Schachtel limits: himself to “emotion, per- 
ception, focal attention, and memory,” but 
in conjunction with them provides one of 
the best syntheses of present-day personal- 
ity theory in his notable essay on Memory 
and Childhood Amnesia which was first 
published a number of years ago and now 
forms the concluding chapter of this book. 

Erickson's biographical study of Luther 
(5) shows the capacities of psychoanalytic 
ego psychology for illuminating a complex 
personality together with the issues which 
affected him and which in the end he him- 
self altered profoundly. The book succeeds 
both in demonstrating the author’s theory 
of identity which also involves the images 
and ideologies under the auspices of which 
identity is formed; and the genesis of a 
(religious ) ideology relative to the genesis 
of a personality. Erickson’s book also shows 
again how much the psychological interpre- 
tation of an historical figure may add to the 
understanding of the past, if it is informed 
by sensibility and knowledge of the period. 
Historical personages have the disadvantage 
that our knowledge of them is always frag- 
mentary ; although it is good to remember 
how limited our knowledge is even of the 
personalities we have had a chance to study 
directly and extensively. An historical fig- 
ure, however, has one great advantage in 
spite of all methodological arguments : his 
course is completed and the lines of se- 
quence and development in his life can 
sometimes be made more clear than in any 
immediate subject. 

The problem of identity which, due main- 
ly to Erickson’s work, has become an im- 
portant psychological concept, is treated by 
Wheelis(19) with a view to presenting 
problems of identity, especially in psycho- 
therapy. The social (interaction) and socio- 
logical aspects of identity are discussed in 
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books by Goffman(6) Mnd by Strauss(1 6). 

The methodological problems inherert in. 
the psychological interpretation of his: ‘ory, 
were treated by Wyatt and Wilcox im : 


framework of interdisciplinary cooperation ~ 


(20). 

Among the numerous books of potential 7 
interest to the reader of this journal ате: 
a contribution to the theory of therapzutic 
success by Melanie Klein(9) ; a survey of 
one of the newest branches cf psycho.agy, 
linguistic psychology, with impact on psv- 
chopathology, by Roger Brown(3} ; a study 
of aggression in animals, by ] Р. Scott 15) 
which should be of importance for any 
theory of aggression in man; an ezcep- 
tionally well written tex: on adjustment by 
Roger Heyns(7), without thecretical dogma 
and based equally on experimental date and 
on practical sense; and a Psychology of 
Early Childhood by Landreth(10) with 
emphasis on genetic and experimental ind- 
ings. 

Finally, among the ТТА more 
specific to clinical psycholozy should be 
mentioned : Wechsler’s Measurement of 
Adult Intelligence which came out -n its 
fourth, somewhat modified edition(18) ; a 
book about the diagnostic and 2xogmostic 
cues to suicide by Schneidman and Farbe- 
row(14) ; a survey of what is known cn the 
psychology of careers by Super and 3ach- 
rach(17) ; and finally, a comprehensiv= dic- 
tionary of psychological and psychoanalytic 
terms by English and Engish(4) which 
may fill a longstanding gap in the eneyclo- 
graphie aids of psychology. 
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CLINICAL PSYCHIATRY AND PSYCHOTHERAPY 


NOLAN D. C. LEWIS, МО. 


Аз shown in the reviews of several former 
years, schizophrenia remains the most 
prominent topic for research and clinical 
reporting since it is universally recognized 
that the solution of this particular mental 
problem will constitute a major contribu- 
tion to science, psychiatry, and economics. 
An overall picture of the.disorder has been 
attempted by Professor Henri Еу(1) of 
France who presents a clinical and logical 
analysis in terms of the unity and diversity. 
The study is based on 366 cases of schizo- 
phrenia studied for some 15 years and 
reveals some interesting suggested defini- 
tions of severz] varieties in the group. In a 
study of the psychology of schizophrenia; 
Rashkis and Singer(2) reconsider the 
"double bind" theory of schizophrenia 
from the viewpoint of conflict, learning, and 
organizational theories. Their formulations 
are capable of being submitted to experi- 
mental testing. 

À controlled experimental study of simple 
and choice reaction times in schizophrenia 
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was reported by Benton and co-workers 
(3). They found that “impairment in the 
performance of simple, high speed tasks 
appears to be a salient behavioral feature 
in many cases of cerebral disease and 
schizophrenia. Although they propose that 
this finding might be interpreted in differ- 
ent ways, it might be that the schizophrenic 
patients showing marked retardation in sim- 
ple reaction time constitute a “special brain 
damaged subgroup.” Boverman(4) in a 
paper on rigidity, chronicity, and resistance 
to human intervention, points out that “in 
some respects” patients with this disorder 
are “highly resilient and very responsive to 


human intervention.” A phenomenological | 


and statistical study of dreams and phan- 
tasies as they are found in the "natural 
history” of schizophrenia by Cappon(5) 
presents some interesting and informative 
material, and Bion(6) has described some 
detailed observations of hallucinations and 
the results that followed in the analysis of a 
schizophrenic patient. The mental mechan- 
isms involved are discussed. Additional 
studies of this kind should be important 
and rewarding. 

Ап extensive paper dealing with a study 
of 5 hospitalized families, each with a 
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ophrenic member, is presented by 
rodey(7) of the Family Study Section of 
the National Institute of Mental Health. 
The investigation was centered in "direct 
daily experiences over a period of 2% years 
with these families who have lived as family 


^ units within the research hospital setting 


during which time these groups have par- 
ticipated together as family units in daily 
therapy meetings." Many aspects of method 
are discussed and impressions described. 
In a paper entitled "Episodic Behavior Dis- 
orders, Schizophrenia or Epilepsy," Monroe 
(8) presented an elaborate investigation of 
90 hospitalized patients with complicated 
symptoms, which at the descriptive level 
suggested a diagnosis intermediate between 
epilepsy and schizophrenia. This special 
study is an interesting approach to the 


. problem which should be read by those 


confronted with similar cases. 

The literature on manic-depressive reac- 
tions reveals only a few contributions during 
the past year. Among the articles reviewed 
is that of Gibson and associates(9) on the 
dynamics of the manic-depressive per- 
sonality, in which they discuss the family 
background, the child-parent relationships, 


and other factors involved in the develop- , 


ment of this particular personality. They 
outline two sets of factors which are im- 
portant: 1. The state of ego development 
when major anxiety provoking experiences 
occur and ; 2. The dynamics of interpersonal 
relationships between the family members. 
Lichtenberg(10) has studied the clinical, 
genetic, and dynamic implications, the pex- 
sonality defenses, the early and later man- 
agement, and also the management of the 
interrelationships of the patient, the physi- 
cian, and other persons in the environment 
during the manic phase of the psychosis. 
Of interest in differential diagnosis, Jeri 
(11) reported that of 32 patients suffering 
with cerebral cysticercosis, observed in the 
Sanatorio de Enfermedades Nerviosas y 
Mentáles and in the department of Mental 
diseases of the Instituto Nationale de En- 
fermedades Neoplasicas in Lima, 28 had 
mental disturbances along with the neuro- 
logical symptoms. The mental disorders 
consisted of deliria, psychotic reactions of 
the chronic toxic-infectious type, and severe 
alterations of the personality requiring 


| 


. е 


REVIEW OF PSYCHIATRIC PROGRESS 1959 


г 


( : " 591 


elimination of the аћ\ повез of schizo- 
phrenia and manic-depressive psychosis _ 
which had been made previously. 

In an article on cataplexy, Levin. юу" 


pointed out that this condition which 15 а * 


temporary "paralysis or immobilizetion 
with loss of muscle tone may.be evoked by ` 
impulses of aggression associated with guilt. 
The aggression may be overt and u-dis- 
guised or it may be symbolic. In its various 
expressions, it is a conditioned inhibition, 
“a response to the guilt that attends agzres- 
sion even when it is unconscious.” Kempf 
in 1920 introduced the term “acute h:mo- 
sexual panic," a reaction which is rather 
well recognized by clinical psychiatrists 
but seldom has been discussed in the l-tera- 
ture. Glick(13) has made an attempt to 
define concisely this reaction unde the 
title “Homosexual Panic: Clinical and 
Theoretical Considerations.” It is an icute 
schizophrenic reaction, and when there is 
no homosexual content to be found, but 
only "undue malignant influence, ph sical 
violence, or impending death," the author 


suggests the term "acute aggression panic." 


Dripps and associates(14) have discussed 
several aspects of attempted suicide in- 
cluding emergency treatment, the role of 
the psychiatrist, the attitude of the lav, and 
social problems in the picture. They empha- 
size that persons who attempt suicide fre- 
quently receive inadequate treatmen~, and 
advise that the services of an anesthesiolo- 
gist can be very helpful in special situztions, 
followed by psychiatric help and particular- 
ly a careful evaluation of the possibility of a 
second suicidal attempt. Several examples 
of “psychic homicide" are offered by Meer- 
loo(15) who relates it to his former concept 
of "menticide" and brings і into re. ation: 
ship with several aspects of suicide. 

The way in which a person considers the 
real possibility of his own death has. been 
seldom described in the literature cf psy- 
chiatry. Brodsky(16) has described an in- 
teresting patient, whom he treated psycho- - 
therapeutically in an article entitled "Liebe- 
stod Fantasies in a Patient Faced with a 
Fatal Illness.” The ycung woman patient 
attempted to ward off her fear of dying © 
with the fantasy of eternal reuniom with 
her dead brother. In a study of the female 
castration complex, Bieber and Drellich(17) 


P 


092 ^" : ) 


discussed the childbearing functions, men- 


struation, fears of loss of sexual desire and ` 


femininity, castration impulses, and various 

isturbances of feeling, and the feminine 
and phallic components of female sexuality. 
They formulate an interesting and detailed 
concept of female sexuality based on data 
derived from a study of hysterectomies, 
from psychoanalytic studies of women, and 
from observations on children. A report by 


` Blum(18) presents the problem of psycho- 


genic sterility in women. Anxiety as a de- 
terrent to pregnancy, and the function of 
magical thinking in anxiety are described ; 
"an important.factor in failure to conceive 
is anxiety in response to the woman's per- 
ception both of herself as a child and of 
the maternal figure as having malevolent 
power." Lukianowicz(19) gives a very in- 
clusive review of the literature on trans- 
vestism with a bibliography of 104 refer- 
ences. He surveys a wide variety of items 
pertaining to this subject including termi- 
nology апа definitions, classifications, 
causes, psychoanalytic theories, and other 
types of explanations. The clinical picture 
and the relationships between it and several 
other sexual deviations ; the roles of cultura] 
factors and of societal environment are de- 


scribed. Weisman(20) has described a. 


quadrilateral method of psychodynamic 
formulation by which clinical findings may 
be integrated with an explanatory hypo- 
thesis. The 4 aspects of the formulation 
depend upon and analysis of : 1. Ego regu- 
lating functions ; 2. Predominant emotional 
patterns; 3. Object relationships and; 4. 
Nuclear elernents composed of context 
temporal factors and antinomies of wishes 
and fears. The viewpoint is based on the 
concept of conflict. The detailed descrip- 
tion of this type of formulation suggests that 
it will be found useful in research and in 
the practice of psychotherapy. 

А statistical study of first admissions with 
psychoneurosis in New York State institu- 
tions during the period 1949-1051 was re- 
ported by Malzberg(21) who presented 
data on legal status, age, environment, eco- 
nomic status, education, marital state, race, 
nativity, and migration factors. The results 
are important not only for a survey of the 
psychoneuroses, but also for comparison 
with. previously accumulated data on the 
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psychoses. Àn analysis of the nature 
neurotic process in terms of the social forc 
operating as universals in the evolution of 
the neurosis has been presented by Kubie 
(22). Various trends, thinking, and tallacies, 
and cultural variables acting on the com- 
ponents of the neurotic process are outlined. 
A study utilizing a structuralized interview 
for the comparison of group of controls, 
neurotic, and psychotic women, was report- 
ed by Winokur and co-workers(23). The 
developmental symptoms of enuresis and 
somnambulism were apparently not indi- 
cators of a later mental disorder. The 
psychoties had a higher incidence of mis- 
carriages and a lower incidence of somnam- 
bulism, and a significantly higher percent- 
age of psychotics had sexual intercourse 
infrequently. Such factors as menopausal 
symptoms, dysmenorrhea, frequency of 
orgasms, and enjoyment of coitus did not 
differentiate the groups studied. 

The clinical picture, the psychopathology, 
and the prognosis of the well known type 
of obsession in women who fear they may 
kill their child are described by Chapman 
(24). This obsession is usually combined 
with the obsessive fear of insanity. The 
patient fears that even such strong ideas of 
murdering a child must indicate signs of 
mental disorder and that if this is the case 
it could easily lead to infanticide. Cancero- 
phobia was the focus of a study by Fellner 
(25) who describes two types of patients 
who go to physicians because of fear of 
having cancer and who have no objective 
signs of malignancy. The true cancero- 
phobies can accept the reassurance and 
gain relief, while those in whom the idea 
is a real delusion are unable to accept re- 


assurance, but tend to become increasingly . 


anxious with indications of a severe under- 
lying emotional disorder requiring urgent 
psychiatric treatment. The role played by 
anxiety in psychophysiologie reactions re- 
vealed by an experimental study of 67 
post-lobotomy patients before and follow- 
ing operation was presented by Franks and 
associates(26). Their results support the 
hypothesis that the operation reduces the 
psychophysiologic symptoms and com- 


plaints, and that there is a definite decrease ` 


in the frequency of reported symptoms 
when the anxiety is alleviated. 
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review of the literature on the subject 
anorexia nervosa, and the presentation 
of 15 case histories of patients treated at 
the Westchester Division of the New York 
Hospital over a period of 18 years with a 
discussion of the diagnosis and results of 
therapy has been published by Wall(27). 
He emphasizes that "treatment involves 
psychotherapy, tube feedings, insulin or 
electroshock therapy, but also involvement 
in hospital social activities and separation 
from families to allow the patient to grow 
ир.” The death instinct as conceived by 
Freud in the light of the second law of 
thermodynamics is discussed by Saul(28) 
in a thought-provoking article in which, 
after presenting the evidence for the theory, 
he concludes that "it is readily conceivable 
that just as the forces toward increasing life 
are reflected in the mind as self-preserva- 
tion, sex and mating, and the like, so the di- 
rection of the chemical processes toward re- 
versal is reflected in a tendency of the 
whole organism which can properly be 
termed as a death instinct." In an elaborate 
study, Kardiner and co-workers(29) have 
discussed the basic Freudian concepts, sub- 
jecting them to a critical examination. The 
results of the study have been divided into 
4 parts, 3 of which have now appeared in 
print, namely, “Basic Concepts,” “The 
Libido Theory,” and “Narcissism, Bisexuali- 
ty,” and the “Dual Instinct Theory.” The 
fourth paper in the series will deal with a 


new structural hypothesis, a revised theory - 


of anxiety and post-Freudian ego psy- 
chology. Alternative explanations are sug- 
gested in places where the Freudian con- 
cepts are thought to be defective. The 
alternative explanations are derived from 
an “adaptational frame of reference rather 
than from the Freudian instinctual one.” 
Some of the characteristics of dreams have 
been explored in relation to the conditions 
prevailing during sleep in terms of the 
adaptative function of the dream by Ulman 
(30). He directs attention to the possible 
role of neurophysiological changes during 
sleep, the role of the reticular activating 
system, and other possible important com- 
ponents in the dream work and function. 
Clinical material is presented to support the 
theoretical concepts which emphasize that 
the dream is the unique means of coping 
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with man’s biological Savironment including 
the sociobiological aspects. 

Serban(31) has presented the psycho- 
therapeutic approach of the Pavlovier* 
school to problems of neurosis. Ir. the con- 
cepts of this school the social factor in 
personality formation plays a prominent 
role, and mental activity results from the 
function of the brain as determined by the 
person's existence. In Russian rsychiatry 
since a neurosis is determined by the ex- 
istence and by physiological factcrs, it has 
to be studied and treated by the materialis- 
tic method conceived by Pavlov. Therefore, 
the psychotherapeutic approach is physio- 
logical, materialistic, philosophical, and di- 
alectical. Psychotherapy based cn Freud 
and on Pavlov are contrasted. An investiga- 
tion of the role of sociodynamics in psycho- 
therapy was published by Gordont 32) who 
studied 601 adults in an experimenzal group 
and 98 children as controls. The adults and 
the children as well, were divided into two 
groups, one treated by dynami» psycho- 
therapy alone and the other by the addition 
of social therapy. The adults reacted defi- 
nitely better with social and dynamic thera- 
py combined than with insight therapy 
alone. The two groups of children showed 
no marked differences. The social therapy 
in this extensive study consisted о: a better- 
ment of the social environment, emotional 
support, good friends, social orgaaizations 
such as clubs and educational opportunities. 
An article by Stevenson(33) discusses some 
of the theoretical and practical aspects of 
the direct instigation of behavioral changes 
in psychotherapy. He treated 21 psycho- 
neurotic patients by attempting tc instizate 
new behavioral responses on the part of 
the patient toward persons in his environ- 
ment with interviews focused principally on 
the patient's current relationships. Fourteen 
of the patients were much improved and 
follow-up interviews ranging from € months 
to several years revealed that improwements 
had been sustained. During the treatment, 
the number of interviews with the improved 
patients averaged 61. The same author(34), 
in another article advises that much could . 
be learned about psychothera»y bv means 
of studies other than by this method ; but 
emphasizes that a therapy is a therapy, only 
by its results, and not by theories rezardless 





• of how elaborately thfy may be formulated. 
A discussion of the difficulties and factors 
that tend to cause patients to “drop out” of 
therapy is offered by Gedo(35). The “emo- 
.üonal climate’ of premature therapeutic 
separation is illustrated by case reports, and 
` Cooper(36) emphasizes that prejudicial at- 
titudes are attended by strong emotions. He 
reports extensive studies to show that physi- 
ological tests support this thesis. Results 
with tranquilizers are now forcing the psy- 
chotherapists to take into account their 
results in therapy, and particularly the 
nature of the results. Combinations of psy- 
chotherapy ard drug therapies are now a 
much advocated approach. Hoch(37) in a 
useful discussion of the situation, ap- 
proaches the question as to how much 
psychotherapy is needed for patients under 
drug treatment, and particularly the extent 
of its use in schizophrenic patients. He 
expresses the belief that the combination 
is of special importance in such patients 
especially, if it can be applied without 
detriment to the therapeutic situation. He 
places emphasis on the fact that each pa- 
tient is a special problem requiring sound 
clinical judgment, and that generalizations 
or indications for one therapy or another are 
not applicable. He advises that the experts 
in psychotherapy pay more attention to in- 
tegrated treatment. Cattell(38) in an in- 
formative survev of the drugs used has 
published a tabulated list of selected psy- 
chopharmaco ogical agents giving clinical 
names, manufacturer, range of daily dos- 
ages, and side reactions. It value for pur- 
poses of reference and guidance is obvious. 
Some controversial issues are also men- 
tioned. The use of Ritalin in psychotherapy 
of depressions in aged persons was reported 
by Jacobson(39), who studied the effect it 
might have on both reactive and involution- 
al types of depressive states. Manic-depres- 
sives were excluded from the study. He 
found that the drug facilitated communica- 
tion and cocperation chiefly by its mood 
elevating effects, and therefore is a useful 
adjunct to psychotherapy. There was also 
. an increase in alertness and an alleviation 
of morning depression and fatigue. He also 
found Ritalin useful in counteracting lethar- 
gy or over-sedation from ataractic drugs. 
Concerning the psychotherapy of alco- 
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holism, Lemere(40) explains the attit&de 
of the physician and of the family towd 

alcoholic problems, and makes a plea to 
physicians in general to try to understand 
and to recognize that alcoholism is a disease, 
and that it is so considered by The Ameri- 
can Medical Association, as well as by the 
public. He outlines in some detail the chief 
characteristics of the condition, déscribes 
what the alcoholic must do to help him- 
self, and explains the special functions of 
the therapist in such a setting. The role of 
the family physician in the prevention of 
emotional disorders is presented by Caplan 
(41). He advises the family doctor to de- 
velop a working relationship with a psy- 
chiatrist who can aid him in improving his 
ability to recognize the emotional needs, 
the mental health requirements, and the 
early symptoms of mental trouble in the 


families where he has to practice among - 


the problems of pregnancy, divorce, be- 
reavement, and other crises with which he 
is in immediate contact. He is usually in a 
position to exert a healing effect and to aid 
in the adjustment of those involved in life 
problems. Schiff and. Pilot(42) offer an 
approach to psychiatrie consultation which 
they have found adequate in the general 
hospital setting. It is based on a viewpoint 
primarily consultation-oriented rather than 
patient-oriented. Case histories are pre- 


sented to “illustrate the nature of the ` 


concerns not made explicit, how they may 
operate in the management of the patient, 
and how they have been dealt with by the 
consultant.” 

Among the outstanding books of the year 
is the two-volume American Handbook of 


Psychiatry(43) prepared by 111 contribu- . 
tors and comprising some 2000 pages. It 


contains several chapters on clinical psy- 
chiatry and psychotherapy. 
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Several pharmacological and clinical 
review articles which have appeared during 
the past year will help the bewildered 
psychiatrist to organize his information on 
the vast and growing literature of psy- 
chopharmacology. Hippius and Kanig( 1) 
distinguish three main classes of pheno- 
thiazines : ie promazine, t the mépazine, 
and the, peràzine. groups, characterized 


| respectively by propyl, piperidyl-methyl or 


piperdyl-ethyl, and piperazinyl-propyl side 


1 State University of New York, Downstate Medical 
Center, and Jewish Hospital of Brooklyn, Brooklyn 38, 
N. Y. 


chains. It is the last grcup, which includes 
Compazine, Trilafon ax and Stelazine, that the 
authors regard as our nost potent - 2heno- 
thiazine therapeutic agents. Himwich(2) 
concurs in this judgmert. Hoffman(3) and 
Hollister(4) have also euch written general 
pharmacological accourts of some cf the 
new drugs, and authoritative generel clin- 
ical discussions will be found in the recent 
essays by Delay(5) and by Sargant‘5, 7). 


TOFRANIL AND OTHER ANTI-DEPRESSANTS 


In Germany, Austria, Italy, France, Switz- 
erland, Canada, Cuba, Spain, and in the 


' are 


x 
9 + 


U. S. A.(8-30) а all reports agree that 
iminodibenzvl (‘Tofranil ) will relieve at 


нд Г тен» esci iet mn чыны warner! == 


‘least half the "cases of endogenous. de- 


pression in a matter of days or weeks, and 
Will bénefit other types of depression as 
well. Dosages cf 100 to 150. mg. a day 
recommended; higher doses асе 
seldom required. Side effects, though com- 
mon, are usually mild and may involve 
dryness of the mouth, disturbances of ас- 
commodation, headache, dizziness, tremors 
or twitchings. sweating, flushes, constipa- 
tion, thirst, insomnia, pruritis, paresthesias, 
dysarthria and glossitis. More rarely ep- 
ileptic seizures, confusion, hallucinations or 
hypomanie states may supervene. Since 
even the milder side-effects may be distress- 
ing to depressec patients, it is advisable 
to keep dosage to a minimum, especially 
in older patients. Delay, Deniker and 
Lemperiére(15) think a combination with 
phenothiazines, especially levopromazine, 
improves the results. 

Its range cf usefulness seems similar to 
that of Marsalid, though individual cases 
may respond better to one drug than the 
other. Freyhan(31), Hoff(32) and Ка-- 
inowsky(33) al still regard electroshock 
treatment as the -reatment of choice where 
suicidal risk cr cther considerations make 
quick action sssential, or where toxic side 
effects might ke disturbing. In milder cases, 
treatment with 'Tofranil for a week or two 
may obviate or reduce the need for EST, 
and it is also of value in preventing relapse 
after EST(34). 'Though neither method of 
treatment will prevent or delay the return 
of a cyclic depression, remissions after EST 
appear to be better maintained, Tofranil 
can also be cautiously used in handling 


‘depressions of the aged (35). Аз an interest- 


ing side light it is also said to be helpful 
in relieving mucous colitis, rheumatoid 
arthritis and hypertension(36). The recent 
supplementary volume(37) of the Canadian 
Psychiatric Association Journal provides 
an excellent review of the entire subject. 
The proceedings of a full and informative 
conference on the amine oxidase inhibitors 
have just been published(38). Though the 
anti-depressant action of Marsalid is re- 
markable(39, 40), its toxicity gives serious 
reason for concerr. Borenstein and Dabbak 
(41) report frequent though usually tran- 
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sient disturbances in liver function, aA re- 
flected in cholesterol levels. Nine cases 
Marsalid hepatitis are reported from a 
single hospital in New York(42). Another 
recent report(43) lists 3 cases. Hoheisel 
(44) in Germany also describes several. 
Cases with toxic symptoms of delirium and 
melena, sometimes with fatal outcome, are. 
reported elsewhere in Europe(45, 46). By 
the middle of 1958 the New Drug Branch of 
our Department of Health, Education, and 
Welfare had heard of 180 cases of Marsalid 
hepatitis, 202 resulting in death. Both 
Kielholz(47) and Kalinowsky(33) have 
abandoned Marsalid because of the serious 
liver and circulatory complications reported. 
Meanwhile the producers of Marsalid are 
making available a new amine oxidase in- 
hibitor of related structure known as Mar- 
plan. This is а more potent and more toxic 
drug, but can be used in smaller doses 
and is said to have a better therapeutic 
index(48, 49). B-phenylethylhydrazine 
(Nardil) is another antidepressant amine 
oxidase inhibitor that has recently been 
introduced(50). 

Intermittent sleep therapy, induced by 
various hypnotic combinations, continues to 
demonstrate its value not only in de- 
pressions, but in certain cases of schizo- 
phrenia, neurosis(51, 52), and psychoso- 
matic conditions(53) as well. 


PHENOTHIAZINES AND OTHER SEDATIVES 


Newer reports continue to confirm the 
value of chlorpromazine in the treatment of 
schizophrenia(54-56). Thorazine, it is 
interesting to note, also has a certain anti- 
bacterial effect and reinforces the action of 
several antibiotics(57). In spite of the 


frequency and prominence of the extra- 


pyramidal side effects perphenazine ( Trila- 
fon) also maintains its usefulness(58, 59). 
А combination with mepazine (Pacatal) 
reduces the Parkinsonism(60), but may 
increase the danger of agranulocytosis. 
Trifluoperazine (Stelazine) is a potent 
agent in the treatment of hallucinating, 
deluded, withdrawn, agitated patients, es- 
pecially paranoid schizophrenics, but also 
induces marked extrapyramidal effects, es- 
pecially when doses exceed 20 mg. a day 
(61-64), 
sonian drugs such as Cogentin has been 
found helpful(65). Gearren(66) uses it 
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Combination with antiparkin- ` 
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e induce Jleukopenia(67). 
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in # се practice to relieve anxiety. Another 
ctive trifluoride phenothiazine related to 
Trilafon is fluphenazine (Prolixine), said 
to be 25 times more potent than Thorazine, 
quickly effective in parenteral use, but 
with the same serious extrapyramidal ac- 
companiments, and a special tendency to 
Tridupromazine 
(Vesprin) is another potent drug, which 
may induce convulsions, weakness and 
ataxia. Neither jaundice nor dermatitis has 
thus far been reported, but aside from its 
potency and rapidity of action, it seems to 
have no advantage over Thorazine( 68-71). 
Proclorperazine ( Compazine) has a similar 
range of indications, similar potency and 
similarly distressing extrapyramidal side- 
effects, sometimes reaching alarming pro- 
portions(72-74). Reduction of dosage and 
use of antiparkinsonian drugs are advisable 
when serious symptoms threaten. One case 
is described where spasms and severe 
glottis edema required tracheotomy(75). 

Promazine (Sparine) seems to have no 
real advantage over chlorpromazine, and 
carries the danger of convulsions, vascular 
collapse and agranulocytosis, though on 
~moderate dosage (200-600 mg. per day) it 
is said to be well tolerated (76-79). Levo- 
promazine (known as 6549 RP in France) 
has been favorably described as a drug of 
low toxicity and mild action, of particular 
value in depressions( 80-83). Acetylproma- 
zine (Plegicil in France) is more potent 
than Thorazine but is said to induce по 
Parkinsonism, though it has been relatively 
little used, and reports are scarce(84). 

Thiopropazate hydrochloride (Dartal) is 
about 5 times more potent than Thorazine, 
with a similar range of indications and 
complications (85, 86). Another new pheno- 
thiazine developed by the French firm 
Specia as 7843 RP is closely related to 
proclorperazine, is very potent, calms ex- 
citement with great rapidity and has been 
found helpful even in chronic resistant 
schizophrenic cases with defect(87, 88). 
Mention should also be made of the 
French 4362 RP  methopromazine(89), 
similar to chlorpromazine, and Ciba's 17040, 
which appears with the usual report of 
efficacy and low toxicity(90). 

N- (2'-[1"-methyl-2"-piperidyl]-ethyl)- 
3-thiomethyl-phenothiazine, abbreviated as 
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thioridazine, was intibduced ог the con- 
tinent by Sandoz as TP 21 and is marketed 
here as Mellaril(91-96). Though milder in 
its action than Thorazine, it has a „wide 
range of usefulness and sometimes helps 


where Thorazine has failed. It :s said to - 
be especially effective in moderately excited 


cases and in certain depressive syndromes 
with negativism ; it relieves insomnia as 
well as pain and many psycaosomatic 
complaints. On the whole it is well toler- 
ated, though skin reactions have been re- 
ported and 10% of treated cases show defi- 
nite leukopenic tendencies. Extrapyramidal 
effects are rare, and hepatic dysfunction 


" has not been reportec. It has a tendency 


to induce galactorrhea. Kinross-Wright(97 ) 
regards it as a definitely superio? drug. 
Hydroxyzine (Atarax) is described as 
especially beneficial in relieving anxiety and 
bizarre, autistic or delusional thimking(98). 
Side effects are said to be minimal]. Azacy- 
clonol (Frenquel) displays a curiously 
specific effect on hallucinations, and a trial 
intravenous test is advised in cases where 
persisting hallucinations are prominent 
symptoms(99, 100). Methylpentynol (Ob- 
livon) is recommended for younger children 
as a well tolerated non-toxic sedative, 
especially suited to relieve anxious, mildly 
disturbed, or acutely upset children who 
are otherwise normal—in hospital ward 
situations, for example(101, 122). 


OTHER NEW DRUGS 

Haloperidol, R 1625, is a potent drug, a 
few mg. of which, administered by in- 
jection, quickly controls psychomotor agita- 
tion( 103). It is also hypotensive. Meduna 
and Abood(104) have been experimenting 
with a new hallucinogenic drug N-ethyl-3- 
piperidyl cyclopentylphenvl glzcolate hy- 
drochloride (Ditran) with an atropin-like 
anticholinergic action which is saic to be 


very effective in react-ve depressions. Dime-’ 


thazan is a xanthine caffeine derivative 
which had a striking restorative effect on a 
group of debilitated chronically ill patients 


(105). Simon(106) claims success with a - 
new whole pituitary extract їп the treat- _ 
and ' 


ment of involutional depressions, 
Zhuravleva(107) treats schizophrenic and 
hypochondriacal cases with a series of par- 
enteral injections of a special oovine blood 
preparation called pzrenterine. 


? 
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SYNAPTIC сомросто@ AND PSXCHOSES 


. Sigg(108) suggests that Tofranil derives 
its anti-depressant action by sensitizing 
central ,adrenergic mechanisms at the syn- 
aptic level, while Marsalid protects the 


- transmittor substance from breakdown, and 


he proposes the reasonable general theory 
that all anti-depressant agents operate 
through an activation of central adrenergic 
mechanisms. Hoffer(109, 111) also predicts 
that the catecholamines will prove to be 
the crucial factors in depression. During 
depression the excretion of catecholamines 
is reduced(110). Perhaps paranoia, а 
species of over-responsiveness at the other 
end of the scale, reflects excessive adrener- 
gic activity. Amine oxidase inhibitors like 
atebrine, cocaine, amphetamine, ephedrine, 
and several local anesthetics (Tofranil is 
also a topical anesthetic) can all induce 
psychotic symptoms. Tofranil, like Marsalid, 
increases brain serotonin and catechola- 
mines(112). From- this point of view the 
atropin-like character of Tofranil is interest- 
ing. But no зпаре formula can explain all 
the complexities : small doses of atropin 
may induce a psychosis(113, 114), but 
large doses can also relieve one, and atropin 
coma has been described as virtually spe- 
cific in terminating manic attacks(115). 
Flügel(116) suggests that antiparkinsonian 
drugs tend to be anti-depressive, while 
drugs like chlorpromazine, which induce 
Parkinsonism, are contraindicated in de- 
pression. Büssow(117) finds that supple- 
mentation of reserpine or chlorpromazine 
with atropin makes it possible to success- 
fully treat depressions. Orphenedrine chlor- 
hydrate, an atropin-like drug, has a strik- 
ing stimulating euphoriant and anti-depres- 
sive action which promises to be useful 
both as a phenothiazine antidote and in the 
direct treatment of akinetic depressions 
(118). Stern(119) also believes that a sur- 
plus or deficiency of monoamino oxidase 
may be the cause of some psychoses. 


TOXICITY AND SUICIDES 


Sales of psychopharmaca now exceed 


°$200.000,000 a vear in this country(120).. 


In little Denmark (population 4,500,000), 
61,000,000 tablets of meprobamate alone 
were sold in 1958, addiction is widespread, 
withdrawal symptoms severe, and suicidal 


attempts by means of the drug quite bd 
mon, 87 instances being known to on 

author( 121). Millions'of Americans are now 
using these newer drugs. Аї the Madison, 
Wisconsin Poison Information Center, 12 
of all inquiries now concern the tranquil- 
izing drugs( 122). In 1955 the Public Health 


Committee of the New York Academy of * 


Medicine knew of 12 tranquilizer poison- 
ings; there were 8 times that number in 
1956, including at least 2 fatalities( 123). 
During the past year fatalities have been re- 
ported from Trilafon(124), Pacatal(125), 


` and especially from Sparine( 126-128), eith- 


er from agranulocytosis or from vascular col- 
lapse. In one series of 3,000 cases treated 
with Thorazine, Promazine or Compazine, 
18 cases of agranulocytosis occurred, many 
of them in younger patients(129). Attention 
should also be directed to the very greatly 


. increased liability to thrombosis, thrombo- 


phlebitis and pulmonary embolism in pa- 
tients under chlorpromazine or reserpine 
(130). In addition to serious hepatic dys- 
function, severe spasms or convulsions can 
occur during treatment with a variety of 
phenothiazines, including Compazine, Stel- 
azine, Vesprin, Trilafon and Thorazine 
(131-133). АП of the drugs are not only 
liable to be implicated in suicidal attempts, 
but some of them may even induce dan- 
gerous depressions. In view of this it is 
essential that publicity be given to the 
dangers of misuse and abuse of these newer 
medicines, and that toxicity be adequately 
advertised. Surveillance and caution are 
both required, particularly with newer 
drugs where clinical trial has been brief 
and inadequate. 


MISCELLANEOUS 


In a comparative study of a very large 
case material it was found that acute schizo- 
phrenic cases did best when treated at 
first with insulin coma and later maintained 
on Thorazine(134). Only the cases of 
several years duration did better on Thora- 
zine. If this chronic case material is treated 
for 6 months with at least 300 mg. per day, 
few cases—and these mostly paranoid or 
hebephrenic—will be found resistant to 
treatment(135, 136). Vartanian(137) rec- 
ommends lithium carbonate in cases of 
prolonged agitation where Thorazine or 
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other measures are unavailing, or where it 


# for any reason contraindicated. 


Stevens and Dunn (138) again confirm the 
fact that thyroid activity is often depressed 
in psychoses, especially in agitated cases. 
Danzigers claim of remarkable success 


. with massive thyroid treatment of acute 
*schizophrenic patients should not be dis- 


regarded ( 139). 
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PSYCHOSURGERY 


WALTER FREEMAN, M.D., Ph.D. 


Apparently no group of patients are as grate- 
ful to their physicians as those who have had 
relief of their symptoms through frontal lobe 
surgery. Ordinary process of follow-up seems 
largely unnecessary with this group because 
about 90% either write to us regularly, tele- 
phone or report back to the hospital from as 
far away as Texas and Arkansas. Question- 
naires always get a total response and several 
patients have spontaneously volunteered to 
talk to prospective surgical candidates ... We 
consider this continued friendliness and desire 


_to maintain contact long after leaving the hos- 


pital to be a most gratifying result of the 
191 Main St, Los Altos, Calif. 


procedure. The well-known habit of the former 
patient snubbing his psychiatrist ir. publ-e does 
not seem to prevail here. Perhaps this pleasant 
reversal of form has increased ou- enthusiasm 
for this therapeutic procedure. 


"The above quotation from the paber by 
Slocum, Bennett and Pool( 23) epi:omizes 
the social results of lobotomy in. patients 
with chronic anxiety states. 

Lobotomy is specific for urcontrollable | 
anxiety. In ordinary patients anxiety can 
be more or less suppressed by drugs, but 
as Alexander(1) states, lobotorny is "some- 
times the only one that can -esolve the 


= 
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illness in truly despérate treatment-resistant 
cases." Fear and worry are listed by Green- 
blatt(9) as coming under control in a high 


percentage o cases. Slocum et al.(23) state - 


further that: "In all of these 18 patients 
the sole aim of surgery was to give the 


"patient relief from severely disabling anxi- 


ety and break up the concomitant tension." 
They describe the agonizing suffering be- 
fore operation and the remarkable improve- 
ment after operation: sleep without seda- 
tion, a full diet, healing of ulcerative colitis 
and tuberculcsis, control of hypertension, 
even relief of asthma and hay fever. Of the 
13 patients who were not psychotic, 12 
returned to а welladjusted independent 
existence at home without further hospital- 
ization or continuation of therapy. Far 
from being damaged by surgery the patients 
resumed their life patterns with ability that 
had usually keen lost months and some- 
times years prior to operation. The patients 
explained this by the fact that their minds, 
free of self-recrimination, anxiety and fear, 
could return to normal function. Sagebiel 
(21) agrees: “Anxiety, in all its various 
manifestations, should be the main criterion 
for determining the selection of patients." 

The reverse side of the medal is revealed 
in several well-controlled studies on chronic 
patients. Robiz, in three papers( 18, 19, 20) 
and Ball et а[. (2), working with Veterans 
Administration patients, conclude that lo- 
botomy makes little difference in the 
eventual outccme. 

In Ball’s study 185 patients were operated 
upon and compared with a control group 
of 185 patients comparable in age, diagnosis 
and length of ness, Evaluation by rating 
scales was made over a period of 5 years. 
"Discharge rates for the standard and bi- 
medial groups increased each year after 
operation and were significantly higher than 
that of the controls by the fourth year. The 
community adjustment of these discharged 
patients, although below average to mar- 
ginal, was ratec as better for those who had 
been lobotomized than for the controls." 
The tranquilizing drugs, introduced during 
the third year of this study, had more 
beneficial resulzs upon the control patients 
than upon the operated ones. 

Robin(18) compared 198 leucotomized 
patients with 198 closely matched controls. 
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Leucotomy did not improve chances of dis- 
charge nor accelerate it; it did not reduce 
the chances of readmission nor delay it, nor 
reduce the number of readmissions, nor the 
total period of readmission; it did not 
improve hospital behavior as judged by 
ward level, nor increase the death rate. А 
second leucotomy did not improve. pros-- 
pects of discharge as compared with the 
controls. 

It would almost be safe to conclude that 
lobotomy is of little value in the psychoses 
were it not for a study by Barahal(3) on 
1,095 patients (90% schizophrenics), nearly 
half of them hospitalized for more than 5 
years. Five to 10 years later 162 were at 
home as contrasted with 2% of the controls, 
that is, patients who were recommended 
for lobotomy but for whom permission 
could not be obtained. In the 5-year-plus 
group of operated patients only 62 were 
discharged, as contrasted with 442 operated 
upon during the first year of hospital- 
ization, 38% the second year and 23% in 
the years 2 to 5. Chronicity is thus shown 
to be the outstanding factor in the failure 
of psychosurgery, at least in schizophrenia. 
Boyd et al.(4) describe the therapeutic 
value of lobotomy on the disturbed wards 
of a mental hospital, but these figures are 
no better than those obtained by drugs. 
Smith and Kinder( 24) restudied the Rock- 
land topectomy patients 8 years later and 
found progressive downgrading when com- 
pared with their controls. Superior to- 
pectomy produced greater losses then 
orbital resections. Discriminatory capacity 
was most markedly reduced. 

Hirose(10) followed 280 schizophrenics 
from 2 to 11 years after a variety of 
operative procedures. Two-thirds were im- 
proved, half of these discharged. He the- 
orizes that changing the patterns of psy- 
chologic reactions to the underlying biologic 
conditions makes rehabilitation possible. 
Polonio(17) advances theories to explain 
the alteration in psychotic ideation and 
behavior that underlies the improvement. 
Proper choice of patients results in 75% 
recovery. Sainz(22), with tongue in cheek : 
“No, the leucotome, long, rounded, sharp, 
and of virile steel, could well represent an 
apotheosic phallus, deeply thrust into the 
very entrails of the brain, satisfying all 
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basic homosexual urges of the patient in 


a veritable explosion of libido." 


Kalinowsky(12) believes that patients 
with chronic depressions that do not re- 
spond to ECT are excellent candidates for 
psychosurgery. "Ín this group pharmaco- 
therapy will be tried but is not the answer 
because too many different symptoms occur 
requiring different medication and also be- 
cause these patients are often quite sen- 
sitive to side effects of the drugs, and side 
effects are particularly disturbing to them." 

Robin's(19) negligible results in patients 
with affective disorders are so out of line 
with the findings of other investigators as to 
cast doubt upon the efficacy of the surgery. 
In a symposium(5) in London, McKissock 
said that the experimental period was past. 


There has been a striking change in the type 
of clinical case referred for operation . . . This 
has been reflected in the marked diminution 
in the number of deteriorated schizophrenics 
offered for surgery [and] a corresponding in- 
crease in the number of patients suffering 
from symptoms of anxiety, tension, agitation 
and depression who have failed to respond to 
all the other accepted forms of treatment. 


Referring to 170 leucotomies he performed 
at one mental] hospital, mostly with rostral 
incisions, he found 602 working, 302 home 
and only 102 in hospital. 


To sum up, rostral leucotomy has proved itself 
to be a form of treatment carrying a very low 
risk of life—less than 1%. It produces remark- 
ably little undesirable side-effect and, when 
used in properly selected cases, chosen by ex- 
perienced psychiatrists, offers a high rate of 
recovery. 


Knight, whose incisions were made in the 
lower medial quadrants in 200 patients, 
achieved 117 recoveries and only 19 fail- 
ures. “These patients are warm and normal 
emotionally, and many letters from relatives 
emphasize the entirely normal life and 
reaction .of the patients after operation.” 
Partridge followed 89 of his original pa- 
tients 10 to 12 years later, Half of them 


were continuously out of the hospital. Re- . 


currences of affective disorders were milder. 
The 7 obsessionals, previously totally in- 
capacitated, had been able to lead an 
approximately normal life without relapse. 
Elithorn found significant differences be- 
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tween endogenous and-reactive depressives, 
the former responding muck be:&er. “Only 
one patient suffering from an erxlogenous 
illness regretted having a leucocomy. Of 
the reactive depressives 8 тертэйе the 


operation and 9 were neither Фа? nor . 


sorry. Of the 105 cases only 14 were 
regarded by the author as feilurs:. 

Psychophysiologic reactions in 67 post- 
lobotomy patients are analyzed by Franks 
et al.(T), revealing a notable loss of symp- 
toms, consequent upon the recuct:on in 
anxiety. 

Further studies upon interription of 
frontal pathways by non-cutting methods 
are reported by Larsson et al: 13` with 
the proton beam, Lindstrom( 14) witt ultra- 
sound and Jaeger(11) with hot water in- 
jection. The pathologic fmdinzs in 25 
patients dying at varying periocs are ultra- 
sonic irradiation for relief of suffering in 
terminal malignancy are reportel hv Nel- 
son, Lindstrom and Haymaker(.6). Leav- 
ing the dura unopened spares ‘he cortex. 
The lesions in the white matter cre sharply 
circumscribed, purely necrotic, wita little 
reaction, and their extent is dependent 
upon the time and energy of the appl cation. 
The location of the major lesions `8 variable. 
Fiamberti(6) brings up to date the Italian 
bibliography on transorbital lobotomy, 57 
references. Freeman(8) survevz tke field 
of psychosurgery in The American Hand- 
book of Psychiatry. A biographi» sketch of 
Burckhardt (1836-1907), the Swiss pioneer 
in topectomy, is given by Mille: (15). 
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CHILD PSYCHIATRY ; MENTAL DEFICIENCY 


LEON EISENBERG, М.р. 


In keeping with the practice established 
last year in this section, comment will be 
limited to a few contemporary develop- 
ments in order to permit at least brief 
critical appraisal. 


CHILD PSYCHIATRY 


The most noteworthy administrative 
event of the year has been the establish- 
ment of subspecialty certification in child 
psychiatry(1). The requirement of 4 years 
of psychiatric training (2 of which are to 
be spent in working with children) and the 
encouragement of pediatric training (ac- 
ceptable in lieu cf additional psychiatric 
experience) can be expected to have a 
decided impact upon the entire field, with 
a reemphasis on the medical foundation of 
pediatric psychiatry. The composition of 
the Committee on Child Psychiatry and its 
early actions give promise that an elevation 
of standards may be achieved without the 
much-to-be-feared corollary of freezing 
training programs into repetitive sterotypes. 
Child psychiatry, legitimatized less than 3 


. decades ago, has now come of age. The 


distance travelled has been epitomized by 


the author of the first American textbook . 


(1935) to bear the title : Child Psychiatry. 
1 Johns Hopkins Hospital, Baltimore 5, Md. 


Leo Kanner, now Professor Emeritus at the 
Johns Hopkins University, has identified the 
main currents and the tributaries in the 
history of child psychiatry at the Maudsley 
(2) and Horney(3) Lectureships. In these 
scholarly articles he has developed the 
meaning of the present in the perspective of 
the past, an undertaking peculiarly fitted 
to this year of the official designation of the 
rites de passage to full specialist status. 

In a theoretical paper of considerable 
importance, Bowlby(4) has presented a 
critique of hitherto available conceptual 
models on the development of the child's 
tie to his mother. Freud, hampered by the 
lack of systematic observations on infamt 
behavior and, on his own admission, by the 
intensity of the father transference of his 
female patients, underestimated, at least 


- until late in his career, the strength and 


importance of the infant's early relationship 
to his mother. Viewing this first object 


‚ Choice as derivative from the reduction of 


oral tension, Freud ascribed to it no more 
than a transitional role in the ontogeny of 
essentially auterotic impulses, which only 
later converged upon the parent of opposite 
sex. Child analysts, in disregard of their 
own insightful clinical observations, con- 
tinued to subscribe to the classical Freudian 
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view of the anaclitic basis of the earliest 
object choice. 

Bowlby, with somewhat uncomfortable 
apologies for his heresy, synthesizes notions 
‘borrowed from Piaget and from the ethnolo- 
gists with his own studies on the conse- 
quences of maternal deprivation to present 

ea theory of “component instinctual re- 

sponses.” He describes 5 (but acknowledges 
that there may be more) inborn behavior 
patterns : sucking, clinging, following, cry- 
ing, and smiling; each more or less in- 
dependent and maturing at its own rate, 
but becoming integrated and focused upon 
the mothering person in the normal course 
of development. "Instinct" in his sense is 
not drive or motivating force (an unfortun- 
ate concept resulting from the mistrans- 
lation of "Trieb") but rather built-in species 
—determined behavior, released or sup- 
pressed by appropriate "sign-stimuli" from 
the environment and by interoceptive sig- 
nals from within the infant organism. This 
family of behavior items is conceived as 
having evolved because of biologic sur- 
vival value for the newborn. А necessary 
distinction is drawn between early re- 
sponses, which are simple functions of frag- 
mentary perceptions in am infant without a 
differentiated consciousness of self, and the 
gradual elaboration of a "monotropic" at- 
tachment to a mother perceived as a person 
‘existing in time and space with a history 
and individuality of her own (some time 
toward the end of the first year). Drawing 
upon anthropoid data, Bowlby argues for 
the importance of complementary maternal 
instincts, but here his development is less 
convincing. One need not deny the likeli- 
hood that phylogenetic mechanisms passed 
on from primate ancestors are present in 
the human mother in order to contend that 
they are of minimal importance as con- 
trasted with role of culturally elaborated 
expectancies in determining her maternal 
behavior. 

Bowlby's insistence upon the independ- 
ence of the separate components of the 
infants instinctual repertoire and his re- 
vision downward of the importance of 
sucking as the basis for attachment to the 
mother have received striking confirmation 
in Harlow's studies with infant macaques 
(5-7). In an ingenious experimental design, 
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Harlow reared isolated infant macaques 
with “mother surrogates” consisting of 
either wire or terry cloth dummies, with 
or without an artificial "breast" to permit 
nursing. To summarize his findings, the in- 
fant monkeys much preferred the terry 


cloth figure, whether or not it was the: 


source of milk, apparently becau:e of 
cutaneous and kinesthetic contact sensa- 
tions. The attachment to the terry cloth 
“mother surrogate" was remarkably per- 
sistent; when it was available, the infant 
retreated to it in the face of novel or 
threatening situations and was then er.abled 
to resume exploratory behavior, as con- 
trasted with the cowering and tineorous 
reaction to the same stimuli in its aksence. 
Experiments in progress appear to demon- 
strate preferential attachment for du-nmies 
that permit “clinging contact” rathe: than 
mere contact and still more to those that 
rock back and forth. Details aside, these 
studies indicate that, at least in tke ma- 
caque, the infant's attachment to his mother 
is only minimally related to her rarsing 
role and far more to her function as an 
object to which the infant clings This 
serves to emphasize the importance of the 
activity of the infant in the process ос form- 
ing a relationship as contrasted with earlier 
stress upon the neonate solely as a massive 
recipient. A word of caution is necessary : 
The capacity for clinging is highly devel- 
oped in the infant primate for whom it is 
essential to survival in an arborea. exist- 
ence; it may constitute a more sig-ificant 
factor in mother-attachment in such animals 
than it does in man. 

Bowlby's views do not resolve all of the 
issues in the genesis of social behavior. The 
supporting data rely heavily изоп analogy 
with subhuman behavior ; the role cf learn- 
ing is so much more critical in our species 
than in others that caution is indicated in 
the translation into human terme from 
animal experiments, however ingenious. 
Nonetheless, the great virtue of Bowlby's 
conceptual model lies in the possioility it 
presents for experimental analysis in con- 


trast to mere romanticism or misanthropy in - 


interpreting pre-verbal stages of in-ant de- 
velopment. | 

The necessity for a careful r2app-aisal of 
current clinic practices is evident fom two 
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studies published inthe past year. Tuckman 
and Lavell(8), in a survey of 1,548 out- 
patient admissions to 11 child guidance 
clinics in Philadelphia, found that, overall, 
59% wete patient-terminated, with a strong 
indication tha: those families most in need 


` *of help were the least likely to complete the 


treatment process. Equally significant was 
the finding that attrition rates varied from 
a low of 262 to a high of 71% at individual 
clinics ; one wonders to what extent differ- 
ences in type of referral screening pro- 
cedures, waiting periods and therapeutic 


| philosóphies account for this very sizable 


| 
| 


variation. Nonetheless, the figures imply an 
| intolerable waste of professional time in 
the face of the nationwide scarcity of serv- 
ices(9). At the same time, Levitt ef al. 
(10) were unable to demonstrate any con- 
sistent difference on a number of measures 
of adjustment between treated and un- 
treated patients some 5 to 6 years after the 
time of application for psychiatric services. 
True, this study, despite its very consider- 
able merits, suffers from the limitations of 
retrospective studies: defectors from serv- 
ices as “controls”; unequal moieties of 
control and experimental groups lost to 
follow-up; the unknown therapeutic im- 
pact of the diaznostic process on the “con- 
5:015”(11). Ех eryday clinical practice is 
——Ó 


-- —-—— - 


based on the conviction that therapeutic 
intervention does make a difference; yet 
this study, like its predecessors( 12), chal- 
lenges the essence of that conviction. How 
can we account for this disenchanting set 
of findings ? Are the wrong variables being 
measured so that benefit eludes our net? 
Is the rate of spontaneous recovery so high 
as to preclude the statistical demonstration 
of any but superlatively effective treatment 
results ? Or may the failure lie in the amal- 
gamation of patients from heterogeneous 
diagnostic categories, in certain. of. which 
treatment may be related to outcome and 
in others of which it is without bearing, 
either because tae disturbance is self-repar- 
ative or because it is beyond response to 
available therapeutic modalities ? That this 


- . last factor may be relevant is indicated by 


studies of long term prognosis(13) and of 
short term response(14) in relation to di- 
agnostic grouping. The time is long past 


for a critical reexamination of traditional 
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practice in order to learn to specify who is 
to be treated, ay what method and for how 
long. 


MENTAL DEFICIENCY 


Mental deficiency, once the step-child of 
medicine, a waste basket of heterogeneous 


disorders possessing in common only Ње" 


one feature of low intelligence, has become 
an exciting area of biochemical and genetic 
research. The central idea behind the re- 
surgence of interest can be traced to Gar- 
rod's concept of inborn errors of metabolism 
(15), which have grown from the 4 he rec- 
ognized to well over 50 under current study 
(16). It is now evident that the absence of, 
or deviant function of, a gene which con- 
trols the synthesis of an enzyme in a meta- 
bolic sequence may lead to a deficiency of 
the end-product of the sequence and an ac- 
cumulation of an excess of intermediary 


metabolites. These, in turn, may have mass 


action effects on reversible reactions, in- 
hibit other enzymes, or may themselves be 
directly toxic or become toxic as they flow 
over auxiliary metabolic routes. 'The patho- 
logic consequences of biochemical derange- 
ment may be evident (a) at birth, (b) only 
in the presence of specific dietary intake, 
or (c) ata later stage in the developmental 
sequence. Early identification of the bio- 
chemical defect may lead to the hope of 
control by elimination of particular food- 
stuffs, by dietary supplementation, and, in 
theory, by the artificial introduction of miss- 
ing enzymes. 

As examples of recently uncovered met- 
abolic defects associated with mental de- 
fieiency, the following may be cited: 
Hartnup disease, a disorder of tryptophan 


metabolism clinically similar to pellagra but | 


stemming from a failure in synthesis of the 
apoenzyme rather than un a lack of die- 
tary niacinamide(17, 18); maple syrup 
disease, so named because of the odor of 
the urine which contains pathologic 
amounts of alpha-keto acids(19-21) ; and 
sucrosuria, a disorder associated with hiatus 
hernia and mental deficiency, anomalies 
that may be independent of one another 
(22, 23). Therapeutic consequences of 
these discoveries are yet to come. The one 
disorder in which the train of pathologic 
consequences of a genetically determined 
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enzymatic deficiency can be totally pre- 
vented by dietary management from in- 
fancy is, of course, galactosemia, discussed 
in an earlier review(24). The issue is not 
quite as clear, though highly promising, 
in phenylketonuria. Good results with a 
phenylalanine low diet administered from 


* infancy have been obtained by most inves- 


tigators(25, 26) but not by all(27). 


During this same period, methods for Ње - 


accurate determination of human chrom- 
osome number and sex chromatin patterns 
(28) have led to the undercovering of 
chromosomal abnormalities in clinical syn- 
dromes associated with mental deficiency. 
The presence of an extra chromosome has 
been demonstrated in mongolism(29). 


^ Klinefelters syndrome (seminiferous tu- 


bule dysgenesis), frequently associated 
with mental deficiency, displays a discord- 
ance between chromosomal and phenotyp- 
‘ical sex( 30-31). A number of surveys of the 
sex chromatin patterns of males in institu- 
tions for the feebleminded have been un- 
dertaken, with a low (about 1$) but con- 
sistent finding of "positive" cases(32-35). 
"These patients, on the basis of direct 
chromosome counts, appear to have XXY 
chromosomal constitution(36-37) and are 
therefore to be regarded not as genetic 


- females but rather as chromosomal inter- 


sexes. 

The nature of the relationship between 
the chromosome abnormality, on the one 
hand, and the mental defect and other evi- 
dences of psychopathology, on the other, 
is as yet unclear. The findings indicate that 
the factors which influence psychic func- 
tion are considerably wider than we have 
recognized. At the least, these develop- 
ments foretell an era of exciting research 
which should help to dispel any remaining 
inclination to regard mental deficiency as 
an entity and to view the syndromes as 
"routine." 
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OCCUPATIONAL PSYCHIATRY ! 


RALPH T. COLLINS, M.D., Mev.Sc.D.2 


INTRODUCTION 


Interest in occupational psychiatry con- 
‚ tinues to grow. Ап editorial in the New York 
Times(1) points out that a recent mental 
health forum urged that companies set up 
mental health centers and employ psy- 
chiatrists in the same way that they now 
have hospital facilities and employ phy- 
sicians. Another indication of the increasing 
awareness of the importance of mental 
.health problems in industry was the recent 
annual conference of industrial executives 
and industrial physicians at Lake Logan, 
North Carolina, which this year focussed on 
industrial mental health. A survey(2) by the 
АРА Committee on Occupational Psychiatry 
reveals that about 200 psychiatrists are 
currently functioning in some consulting 
capacity to industry. The National Health 
Council's forum in Chicago on occupational 
health devoted two afternoon sessions to 
mental health in industry. One of the 5 
main projects for World Mental Health year 
1960 will be, "Mental Health and Develop- 
ing Industrialization." Dr. Roger Tredgold, 
of University College Hospital, London, 
will act as the principal coordinator for this 
topic. There will be an industrial psychol- 
ogist from the United States and an in- 
dustrial psychiatrist from Europe as the 
other coordinators. The project will need 
some 15 local country representatives to 
cover countries in the general areas of 
Asia, Africa and Latin America. 


PSYCHIATRIC PROGRAMING IN INDUSTRY 


There seems to be a growing interest in 
industry for some sort of psychiatric pro- 


^. graming. A recent report by McLean(3) 


1 Appreciation is due ‘the other members of the 
Committee on Occupational Psychiatry, АРА, and 
American and foreizn correspondents. 

2243 State Street, Rcchester 4, New York. 


notes that at least 8 corporations employ 
fulltime psychiatrists and that about 200 
companies are using psychiatrists on a part- 
time basis. He believes that the industrial 
psychiatrist’s main function is to stimulate 
mental health rather than treat mental 
illness. The industrial psychiatrist engages 
in clinical activities, mental health educa- 
tion for management, and in research. A 
study of long-term incapacity by Henderson 
et al.(4) emphasizes that the main causes 
of incapacity which accounted for 70% of the 
total were mental illness. 


ALCOHOLISM 


Alcoholism continues to be a concern 
of industry. Thorpe and Perret(5) reporting 
on a study of 278 problem drinkers known 
to an industrial medical department re- 
vealed that medical, psychiatric measures, 
Alcoholics Anonymous, ог a combination of 
any of these resulted in an improvement in 
60-65% of the cases. Another study(6) of 
absenteeism, accidents and sickness pay- 
ments in alcoholics reveals that the problem 
drinkers were absent 2.5 as many days, cost 
3 times as much in sickness payments, and 
had 3.6 times as many accidents as matched 
controls. Turfboer(7) reports on an in- 
plant program for the rehabilitation of 
alcoholics in an oil refinery on a Caribbean 
Island. Parr(8) makes a plea for recognition 
of “incipient addicts” among drinkers or at 
least to warn them of the risk they are 
running. D'Alonzo(9) of the Dupont Com- 
pany has written a book entitled The Drink- 
ing Problem and Its Conirol, which de- 
scribes an experimental plan for the 
rehabilitation of alcoholics at that com- 
pany. In this plan a deliberate effort was 
made to seek out the alcoholics. More than 
one-half of the cases were said to have been 
rehabilitated and another 20% were im- 
proved. Я 
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SPECIFIC SYNDROMES 


А review of the literature reveals that 
some specific problems have been receiving 
attention among physicians and psychi- 
atrists working in industry. Mortinsen et al. 
(10), for example, report on the mortality 
due to coronary disease according to broad 
Sccupational groups. Beaumont(11), Ed- 
wards(12) and Hill(13) discuss problems 
related to epileptics in industry. The last 
author points out that the great majority 
of patients with epilepsy are psychologically 
normal people and with the exception of 
the avoidance of obvious hazards, there 
should be no restrictions placed on their 
lives. Gordon(14) discusses the problem of 
chronic low back pain and the influence of 
favorable personality factors in the ability 
of cases with low back pain to return to 
work. 


JOURNALS 


During the past year, the Journal of 
Occupational Medicine was introduced. 
One of the regular departments in this 
journal concerns itself with abstracts of 
the current literature on mental health. 
This feature is written by Graham Taylor. 


FOREIGN REPORTS 


Dr. M. R. vanAlphen de Veer(15), 
Director Social Affairs (Medical Depart- 
ment) Philips, N. V. Philips Gloeilampen- 
fabrieken, Eindhoven, Nederland reports 
that on November 19, there will be at the 
Philips Glow Lamp Works.a symposium on 
Mental Health in Industry. The state of 
affairs of mental health in industry in 
Holland will be chiefly discussed. Two 
social psychologists will read a paper deal- 


ing with the worker, whereas another in- . 


dustrial psychologist and ап industrial 
physician will deal with the problem from 
the side of the work. 

Dr. vanAlphen de Veer mentioned in 
his letter to me the following books which 
have been recently published, viz : 

1. De Geestelijke Gezondheidszorg in 
Nederland (Mental Health Care in the 
Netherlands) by Dr. C. J. B. J. Trimbos in 
which mental health in industry is also 
dealt with. 

2. Verzuimgeneigdheid bij dienstplich- 
tige militairen in vrede's tijd (Absenteeism 


, 


with soldiers in times of*peace) by J. А. C. 
de Kock van Leeuwen. i 

3. De, Geestelijke Stabiliteit (Mental Sta- ^ 
bility considered under Military Condi- 
tions) by Dr. L. Th. H. S. Kortbeek. Dr. 
van Alphen de Veer states, "this book 


might also be of interest for industrial ' - 


psychiatry because it contains a very funda- 
mental study of mental stability in all its 
consequence.’ 

4. Samenleving in een technische tijd 
(Society in a Technical Time) by Prof. Dr. 
I. F. Ph. А. Tellegen. 

5. Beeld en Werkelijkheid van de Twents- 
Achterhoekse Textielindustrie (The Reality 
of the Textile Industry in a certair. part of 
the Netherlands) by Th. ]. Ijzermen. 

Dr. Roger Е. Tredgold(16) о? London 
was requested by the federal government 
of Yugoslavia and by WHO to visit Yugo- 
slavia as a consultant in the field of mental 
health in industry. His full report was sub- 
mitted to WHO but a shorter report was 
published in the last issue of World Mental 
Health, the quarterly Journal of the World 
Federation for Mental Health. 1- is titled 
"Industrial Psychiatry in Yugoslavia." He 
made the £ollowing points, viz : 

1. Because of the inspiration end imag- 
ination of Dr. Olga Macek, services, which 
in fact amount to simple psychotherapy on 
a wide, but necessarily superficial scale, 
were set up by various industrial doctors in 
Croatia, notably in Zagreb and Split. 

2. In Split, where new industries are aris- 
ing, each of 10 doctors under Dr. Stipisic 
has a "Mental Hygiene" room in his surgery, 
where he can see patients alone, at leisure. 
Each has had postgraduate psychiatric 
training and is doing psychotherapy. 

3. All those persons he saw in Yugoslavia 
agreed that neurosis was increasing because, 
viz: 1. Of a changeover from agricultur al 
life. 2. Of bad housing. 3. Of already exist- 
ing organic disease which might itself 
be due to nutritional deficiency or hormonal 
imbalance, or dust in the environment 
(asthma ) ‘but which was badly treated by 
doctors with no knowledge of psychiatry, 
and thus became chronic. 

4. Local psychiatrists, experenced іп 
group discussion, join the meetings of in- 
dustrial physicians and help in training pro- 
grams for managers. 
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5. Although highly organized and com- 
petent, industry in Slovenia has fostered 
'mostly physical medicine, but a pattern of 
‘counseling and “emotional first aid" is 
developing. 


`6. In Serbia, there is much interest and 


`+ work in general mental health and in mental 


illness and health in industry. Group dis- 
cussions are developed for managers and 
workers to work out their problems. 

7T. Alcoholism is a major problem in 
Yugoslavia. In one firm there was a corre- 


lation between chronic alcoholies and the . 


"accident prone" which suggested that the 
same type of person might show either (or 
both) syndromes. 

Dr. Tredgold in his letter to me stated 
the followinz, 


I think it would be fair to say that there is a 
steady increase of general interest in the field 
of industrial psychiatry although actual work 
going on—in clinical practice, research or teach- 
ing—depends mostly on a few individuals’ in- 
itiative in each country. In some cases these 
are industrial psychologists, in some, sociol- 
ogists, in some, psychiatrists. Besides this there 
is certainly some pressure from managers to 
include psychology or psychiatry in their man- 
agement training courses which are themselves 
very much on the increase in Britain. I believe 
that the trade-unionists are somewhat sus- 
picious of this development on the grounds 
that they think the management is using 
"human relaticns" as a smoke screen to avoid 
discussing more serious problems, e.g. wages. 
This is indeed tragic as I believe that psy- 
chiatrists have it in their power to help the 
trade-unionists as much as they can help the 
management. 
Át the Annual Meeting of the World Fed- 
eration for Mental Health held in Barcelona, 
Spain, in September, a day was given up to 


the discussion of problems concerning mental. 


health in industry and a working party of 
some twenty people was formed to discuss 
this subject thzoughout the week. Various plans 
and proposals were made but their imple- 
mentation, Г am afraid, is much hampered by 
the lack of finance in this field. 


. Dr. B. Markovic(17), Central Institute of 
Hygiene, Zagreb, reports he is teaching 
4 small groups of industrial doctors (total- 
ing 45) the theory and practice of group 
techniques. 

Dr. M. Heusner(18), Prague, Czecho- 
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slovakia stated the following facts in a ` 
letter : 

1. All medical care in Czechoslovakia is 
entirely free of charge for the patient in- 
cluding hospitalization and drugs. 

2. In large concerns, there are. staff 
National Health Centers which have their 


own neurologist and psychiatrist working * 


for them every week on a part-time plan at 
least. In small concerns with no specialists, 
the mental patients are sent to the District 
Medical Psychiatric Institutions. | 

3. The Faculty of Hygiene at the Univer- 
sity in Prague has a psychiatric chair which 
sees its main task in studying the mental 
occupational distortions, in particular of a 
toxic nature. 

4. Working rehabilitation centers for 
chronic psychotic patients exist. Persons 
with decreased working ability due to 
psychiatric defects are cared for by a 
special committee and suitable work is 
found. 


TRAINING 
The National Association for Mental 
Health has conducted 4 regional training 
institutes on mental health in business and 
industry in New Haven, Portland, Milwau- 
kee and New Orleans during this year. 
Each institute is directed by Harry Levin- 
son, Ph.D., director of industrial mental 
health for the Menninger Foundation, 
assisted by local psychiatrists and psychol- 
ogists. Each institute focuses on the- prac- 
tical application of psychiatrie knowledge 
to human relations in business and industry. 
The Division of Mental Health in In- 
dustry, Menninger Foundation continues to 
hold separate training programs for occu- 
pational physicians and for executives. 
The American Management Association 
at its Academy of Advanced Management, 
Saranac Lake, N. Y. has developed lectures 
on human relations in business and in- 
dustry and on executive mental health for 
business and government executives. 
Various educational institutions through- 
out the United States and Canada have 
held institutes on mental health in industry 
for management people. 


REHABILITATION 


The Executive Committee of the Presi- 
dents Committee оп Employment of the 


Ne 
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Physically Handicapped recently passed 


the following resolution, 


The Executive Committee, noting the growing 
importance of the employment of persons with 
histories of emotional or behavior problems 
requiring special placement efforts, and fur- 
ther noting steps being taken by State Com- 


mittees, hereby endorses an immediate and: 


detailed study of the problem of incorporating 
promotional responsibilities for aiding the em- 
ployment of such persons. 


Ав a result of this resolution, Dr. Ralph 
T. Collins, a member of the Medical Com- 
mittee of the Presidents Committee, was 
asked to chair a subcommittee of the 
Medical Committee to make specific rec- 
ommendations as to how best to carry out 
the intent and principles of the Executive 
Committee’s Resolution. 

In New York State, Governor Nelson А. 
Rockefeller recently appointed Dr. Ralph 
T. Collins to the Governors Council on 
Rehabilitation. Dr. Collins will represent 
neurology and psychiatry on the 9-man 
council. 
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SOCIAL PSYCHIATRY 


Е. С. REDLICH, M.D., лмо МАХ P. PEPPER, M.D 


Thomas Rennie, the late pioneer in this 
field wrote a 13-page definition of social 
psychiatry (59) in the first issue of a journal 
which is devoted to this subject. Our own 
brief definition, influenced by Rennie, de- 
fines social psychiatry as the study of psy- 
chiatric disorders and psychiatric therapy, 
hopefuly including prevention, within a 
social setting. This implies that social psy- 
chiatry is defined as an exploration of social 
systems and culture and their impact on 
psychiatrie phenomena, rather than as a 


type of psychiatric practice. Obviously, all 


lFrom the Department of Psychiatry, Yale Uni- 
versity School of Medicine, New Haven 11, Conn. 


psychiatry in relation to institutiors—the, 
courts and legal, military, governmental, 
educational, religious, industrial, ccmmu- 
nity, and psychiatric institutions, per se, 
considered as social systems—would come 
under the purview of social psychiatry. As 
progress in these subfields is reviewec. else- 
where, we shall attempt to юсс$ on prog- 
ress in the epidemiology of psychiatric dis- 
orders, on work in the areas of sociil sys- 
tem and culture studies, and on.the general 
topic of personality and culture. 

The history of social psychiatry ha: been 
reviewed recently by George Rosea(62). 
Of considerable interest also is a publ zation 
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by the World Heafth Organization on social 


.psychiatry and community attitudes(65). 
Talcott Parsons discussed, in a very stimu- 
_ lating article, changes in American society 


and their bearing on medical education and 


. ‚ practice, with special consideration of prob- 


lems in psychiatry and psychotherapy (52). 
Of interest also for the student of social 
psychiatry is the recently published Ameri- 
can Handbook of Psychiatry containing Ed- 
ward Stainbrook's paper on community of 
the psychiatric patient(68) and the article 
by Paul B. Lemkau(35) on the organiza- 
tion of the community for mental health 
services. Also*in the Handbook, Gardner 
Murphy makes a brief and clear statement 
about social psychology(47 ). 

During the past year two edited volumes 
pertaining to the field have been published 
(46, 69). The source book by ]асо(29) 
contains very irteresting articles by Par- 
sons(57), Eaton(10), Harvey L. Smith 
(64), and others. The most important col- 
lection of papers in social psychiatry is 
Explorations in Social Psychiatry, edited by 
Leighton, Clausen, and Wilson(34). These 
papers were mostly the outcome of a con- 
ference on social psychiatry sponsored by 
the Social Science Research Council. 
Included are contributions by  Gruen- 
berg(25), Hinkle and Wolff(28), Kubie 
(33), Tyhurst(70), Volkart and Michael 
(71), and others. The international counter- 
part to the above mentioned volumes is 
Psychiatrie und Gesellschaft, edited by 
Ehrhaxdt(11). Another collection of in- 
terest is the publication of the proceedings 
of a symposium on social psychiatry by 
Pasamanick and Knapp(54). 

A number of major epidemiological in- 
vestigations are under way, but final publi- 
cation of the major studies in Stirling 
County, Nova Scotia, and the MidTown 
Project in Manhattan have not yet appeared 
as of this writing. In any case, we seem to 
be much closer to reliable data on preva- 
lence, although true incidence data are not 
yet available. In the meantime, Malzberg 
(41, 42) continues to publish on various 
aspects of mental hospital statistics. A very 
significant study on the hospitalized men- 
tally ill in the United States was under- 
taken by Morton Kramer(32). Arentsen and 
Stromgren, Scandinavian pioneers in the 


epidemiology of mental disorders, recently 
published data on hospitalized patients in 
Denmark(2). The relationship of bad 
housing conditions (measured by “lack of 
amenities”) as bearing on the chances of 
admission to a mental hospital was exam- 
ined by Lowe and Garrett(39). These 
authors suggest that such conditions of bad 
housing may be more important in deter- 
mining hospitalization rates than social iso- 
lation, per se (as measured by proportion 
of single-person households in an area). 
They differ in this respect with the classic 
studies of Faris and Dunham, and suggest 
that these authors overemphasized the fac- 
tor of social isolation. The changing pat- 
tern of admission rates since the turn of the 
century in England with respect to distri- 
bution by sex is also documented by these 
authors. In most of these studies, the con- 
fusion in regard to diagnostic nomencla- 
ture is still a major handicap. 

À. number of papers were devoted to a 
description of psychiatric patients and to 
patterns of behavior and mental disorder 
in various cultures and groups(3, 6, 7, 19, 
14, 21, 31, 56, 76). Some of these are 
thoughtful, like Carstairs, or indicate a 
thorough acquaintance with the culture, 
such as Hes' paper. Berne, who introduces 
the term "comparative psychiatry" as зуп-. 
onymous with social psychiatry, argues 
against what he sees as the current bias 
toward cultural etiology of mental disorder, 
but approaches the problem of morbidity 

neasurements of mental disorder in the 
Fiji Islands by a statistical tour de force 
based on cultural determinants! Opler 
wrote a review of the role of anthropology 
in psychiatry(50), and another collection 
of papers on clinical studies of culture con- 
flict was edited by Georgene Seward(63). 
Of more than historical interest to psychia- 
trists is Margaret Mead's account(45) of 
the work of Ruth Benedict (author of Pat- 
terns of Culture and other books) and her 
contribution to a new approach in anthro- 
pology. 

The paper by Richard and Katherine 
Gordon(24) is a study of the impact of the 
community on the emotional health of 
children in a suburban town. Many publi- 
cations have appeared which dealt with 
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problems of prevention and therapy in the. 


19601 


community. In this brief summary, we only 
mention Margaret Gildea's exploration of 
а school-centered mental health education 
project(22) and the Cummings exciting 
book(9) on the fate of а community-cen- 
tered mental health educational project. 

In the last few years, there has been a 
"very active interest in the exploration of 
families of psychiatric patients. Spiegel and 
Bell wrote a review(67) with an excellent 
bibliography on the families of psychiatric 
patients. Nathan Ackerman's book(1) and 
a collection of papers edited by Jules Mas- 
serman(43) represent two recently pub- 
lished volumes on this important subject. 


The work of Lidz, Fleck, and co-workers 


has resulted in a number of very significant 
papers on the families of schizophrenics 
(15, 36, 37, 38). Wynne et al.(72) pub- 
lished an interesting paper, based on the 
study at the National Institute of Mental 
Health, of families of schizophrenics. 

А very thorough study of social class 
differences and their impact on the dynam- 
ics of the patient and his family was re- 
ported by Myérs and Roberts(48) in Social 
Class, Family Dynamics and. Mental Illness, 
companion volume to Social Class and Меп- 
tal Illness by Hollingshead and Redlich. 
Myers and Roberts explored specifically the 
role of the family and home and the impact 
of social mobility in the community on the 
course of disorders of 50 schizophrenic and 
neurotic patients belonging to social classes 
III and V. The effect of social class on toler- 
ance of deviant behavior and evidence that 
the degree of such tolerance on the part 
of family members is a key factor affecting 
the course of the mental patient’s post-hos- 


pital experience has been reported in a 


series of papers by Freeman and Simmons 
(16, 17, 18, 19). Performance levels in 
discharged mental patients are seen as re- 
lated to class factors and intrafamilial re- 
lationships. Though careful not to draw 
conclusions as to etiology in these studies, 
the authors make an important contribu- 
tion to the understanding of social variants 
in disordered behavior. Closely related to 
these studies are the reports emanating 
from the Social Psychiatry Research Unit 
at the Maudsley Hospital in London. 
Brown’s followup study(4, 5) on a cohort 
of discharged schizophrenics from the hos- 
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pital showed the succéssful outcome (as 
measured by patients remaining out of the 
hospital for at least a year after discaarge 
and social adjustment scales) to be related 
to the type of living group to whic: the ' 
patients went: patients staying with sib.. 
lings and in lodgings did better than -hose 
staying with parents, with wives, a-d in 
large hostels! Furthermore, the ou-2ome 
bore little relationship to the patient’: age, 
recorded diagnosis, or length of stay .n the 
hospital. Careful followup studies scch as 
those mentioned above certainly conztitute 
an important advance in the fied of the 
epidémiology of mental disorder. Amother 
followup study was reported by Hastings 
on 1,638 patients consecutively admited to 
the psychiatric section of a universit. hos- 
pital(26). A long-term followup stude was 
reported by O'Neal and Robins(49). 

A comprehensive and thorough ep.emi- 
ologic study is that of Ginzberg, Ginsberg, 
and Herma of the Conservation of Euman 
Resources Project at Columbia University 
on the ineffective soldier(23^. In S уо птеѕ, 
the records of men who were rejeced or 
prematurely separated from the service in 
World War П were analyzed, arg emotion- 
al and social reasons for breakdown and 
inefficiency were elucidated. The :mpor- 
tance of this study transcends rnilitary ob- 
jectives. The strong interest of the military 
in social studies was also expressed _n the 
proceedings of a symposium organized by 
David Rioch(6) under Army auspices. 

The problem of normality hes been а 
special concern of social psychiatry. It was 
reexamined in a monograph by Маше 


 Jahoda(30) and also by Redlich!57;, who 


examined the social need for tre:tment 
and the relationship of such а nzed to | 
hypothetical normality. 

A major contribution to an aadecstand- 
ing of a hospital society is Мега Czudill’s 
study of a psychiatric teaching hospiial(8). 
Observing and testing staff and patients 
with great sensitivity, Caudill draws a fas- 
cinating picture of the psychiatric h-spital. 
His analysis is concluded with ecncrete 
recommendations towards achievimg the 
goal of a therapeutic community within 
the psychiatric hospital. Wilmers stidy of 
a therapeutic community oriertatioam on а 
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Naval hospital admission ward(75) is an- 
other contribution in this area. 

. Other papers dealing with social aspects 
of psychiatry include Pasamanick and Ret- 
' tigs on the prestige status of psychiatrists 
. (55). These authors found that psychiatrists 
have the lowest prestige of all physicians. 
Private practitioners have only a little more 
prestige than state hospital psychiatrists. 
Pasamanick and others(53) also found that 
diagnostic classification depended largely 
on the orientation of psychiatrists on hos- 
pital wards. The adverse impact of cultural 
attitudes on psychiatric clinical judgment 
was reported in a paper by Wainwright 
(73). A social and professional split in the 
ranks of the psychiatric profession into 
analytic-psychological and directive-organ- 
ic practitioners was reported by Maclver 
and Redlich(40). Redlich also discussed 
the impact of American culture on analytic 
therapies(58). An enlightening paper deal- 
ing with the effect of cultural variables on 
the psychotherapeutic process was pub- 
lished by Spiegel(66). Wheelis in a bril- 
liant book(74) described the impact of a 
culture on its members who have lost their 
sense of identitv and have turned to psy- 
choanalysis in a quest for identity ; they 
become disappointed їп their search be- 
cause analysis cannot provide an ideology. 
Erich Fromm also dealt in a rather polemic 
fashion with the problem of values and psy- 
choanalysis in his book Sigmund Freud and 
his Mission( 20). Another viewpoint on the 
cultural implications of psychoanalysis is 
the scholarly book by Philip Rieff( 60). Re- 
lated to social analysis of psychiatric dis- 
orders and practice is the monograph by 
Fein(13) on che complex subject of cost 
of psychiatric illness and treatment(8). It 
is apparent from even such a brief sum- 
mary of recent progress as this, that many 
disciplines (anthropology, economics, psy- 
chology, psychiatry, public health, soci- 
ology) are actively working on the total 
fabric which we now call social psychiatry. 
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CLINICAL NEUROLOGY 


WILLIAM H. TIMBERLAKE, М.О. 


CIRCULATION 


Among the causes of cerebral arterial 
thrombosis, Elliott(30) lists hypertension, 
diabetes, polycythemia, thrombocythemia, 
hypercholesterolemia and, in young adults, 
porphyria. Strokes, like other illnesses 
which restrict carbohydrate intake, may 
cause a pseudodiabetic glucose tolerance 
curve. Thrombocythemia may cause cere- 
bral thrombosis or hemorrhage without 
signs elsewhere. Before age 50, dissecting 
aneurysms of cerebral arteries mimic throm- 


‘bosis( 161). 


Of 1,018 patients with cerebral throm- 
bosis, 21% died in the initial attack( 127). 
Half of the survivors were dead in 4 years, 
compared with 18% of a similar general 
population. Congestive failure, a severe 
initial attack or an early recurrence were 
ominous. Among 305 patients with infarcts, 
those of the brain stem had the best prog- 
nosis(95). Prospects for successful rehabili- 
tation are less if the patient was physically 
inactive before the stroke, hasa receptive 
aphasia, impaired intellect, severe or bi- 
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lateral signs or infection of skin or urinary 
bladder(10). 

Among 50 patients with confirmed inter- 
nal carotid artery occlusion, 10 had transi- 
ent or permanent blindness ; 9, hemianop- 
sia ; 4, pupillary abnormality ; 4, extraocular 
palsies ; and 2, bruits over the opposite eye 
(44). In a group of 124 patients, Hollen- 
horst(62) found lowered retinal pressure in 
83 and approximately one-tenth each had 
homolaterally : retinopathy, less hyperten- 
sive arteriolar narrowing, or occlusion of 
the central retinal artery or a branch. He 
also describes two patients with cotton wool 
patches, probably due to ischemic infarcts. 


Jan. ; 


E * 


and Michael, 


Pavlou and Wolff(120) found the homo- | 


lateral conjunctival vessels dilated and the 
flow of blood through them so slowed that 
individual cells could be seen. In contrast 
to arteriovenous fistula, there was a paucity 
of minute vessels. 

Spalter(142) lists the contraindications 
to ophthalmodynamometry as retinal dis- 
ease or high myopia which might cause 
retinal detachment, recent ocular surgery, 
central retinal artery or vein thrombosis and 
glaucoma. А fall in intraocular pressure 


е 
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when the systolic pressure is being obtained 
may cause a return of pulsations and neces- 
sitates a ten minute wait between readings. 
Transient blindness may occur at systolic 
pressure(103). Readings should be checked 
3 times for reproducibility and are more 
sensitive if they are measured with the 
patient supine and then erect(138). Meas- 
urements were inconclusive in a third of 16 
patients with occlusion of the carotid in the 
neck because of bilateral, multiple or par- 
tial occlusions( 49). 

Arteriography visualizes only the larger 
vessels. McDowell et al.(97) believe it is 
not advisable or helpful in the usual pa- 
tient with adequate history and clinical 
findings of cerebral thrombosis. They report 
11 deaths in examining 13 patients who 
were in a stupor or coma or whose clinical 
state was worsening. Keirns and White- 
leather(72) who had only one death and 3 
transient hemiplegias following 1,535 angio- 
grams recommend percutaneous injection 
of only 5 to 7 cc. of hypaque sodium in 1.5 
seconds, which is about the normal rate 
of blood flow. In 626 angiograms, which 
included the neck, they found the carotid 
stenosed in 108 and occluded in 21. They 
recommend endarterectomy for stenosis or 


- thrombosis when the latter does not pre- 


vent filling of the siphon via the ophthalmic 
artery. — 

Hyperventilation, particularly by artifi- 
cial respiration causes sufficient vasocon- 
striction to be clinically effective in lower- 
ing acute intracranial hypertension(89). 

Anticoagulant therapy of infarcts pro- 
duced by homologous emboli in dogs did 
not reduce intravascular thrombosis(122). 


The infarcts were more hemorrhagic and 


the mortality rate was higher than in con- 
trols. In 55 patients, the outcome was no 
better with anticoagulants, and one-third 
bled (4 in the brain)(149). Another 56 
patients had no bleeding and were im- 
proved slightly(13). A 20% incidence of 
hemorrhagic complications cause Groch et 
al.(48) to: emphasize the warning of a 
“bloody tap" or xanthochromic spinal fluid. 
In anticoagulant overdosage(114) one mg. 
of protamine intravenously counteracts one 
mg. of heparin. Twenty-five mg. of Phy- 
tonadione (vitamin K) intravenously coun- 
teracts coumarins in 6 hours, and 50 mg. 
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acts faster. In emergency, 1000 ml. =f plas- 
ma (not necessarily fresh) given t> a 70 
kilogram man raises the prothrombin time 
from 52 to 30%. PL. 

Fibrinolysin (streptokinase), © 200,000 
units initially and then in d-videi daily 
doses is effective if given within 5 days of 
thrombosis(17, 34, 35). Later, it ay be 
ineffective or cause arterial embo ism. It 
must be followed by anticoagulant therapy 
to prevent new clots on the damazed in- 
tima, Patients must be followed with pro- 
thrombin time, fibrinolytic level assays, and 
semiquantitative fibrinogen dezermimations. 
It may cause slight fever, nausea, ard vom- 
iting, and rarely, urticaria. Resultaat hem- 
orrhagic diatheses may be controlled with 
intravenous hydrocortisone. 

Half of 350 normal brains had anomalies 
of the circle of Willis(3). At 2,796 routine 
autopsies, incidental berry aneurysms were 
found in 137(16). McKinsock et al.(99) 
retrospectively analyzed their results with 
260 patients who had aneurysms ard found 
no significant difference between cperated 
and nonoperated patients. When multiple 
aneurysms are found, if operation is indi- 
cated both sides should be treatec. Intra- 
cerebral hemorrhages should not “е evac- 
uated in older раЧепіѕ( 81). 

Fifty of 100 cases of cerebral =ngioma 
had focal seizures(130). Forty had recur- 
rent headache, half with migraine-_ike vis- 
ual phenomena. Calcified streaks were seen 
in 20, and enlarged vascular channels in 15. 
None had polycythemia. Pneumoencephalo- 
grams in 28 indicated an expandimg lesion 
in half, localized atrophy in one-third and 
generalized atrophy in two. Hoot rain was 
a prominent symptom in most of 1€ patients 
with racemose angioma of the spinal córd 
(115). One-third had spastic paralysis with- 
out deep reflexes. Remissions occurred in 
6. All spinal fluids had increased total pro- 
tein, one was bloody and 5 had a block. 
À myelogram was diagnostic in 14 of 18. 

Good circulation may persist in the legs 
with an occlusion of the abdominal aorta 
which causes an anterior spinal artery syn- | 
drome below T7(20). 

Six patients with an air embolisrm at once 
became comatose and rernained за for two 
or more days(112). Retinal artery »cclusion 
blinded 3, and one had a mvocerdial in- 
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farct. Three developed epilepsy, and psy- 
chiatric symptoms persisted in all 6. 

Sudden blindness in older patients with 
occlusion of the central retinal artery or 
its branches is usually due to arteritis and 
may antedate other symptoms by months. 
ACTH given on the day of blindness re- 
stored sight in every case(119). 


INFECTION 


А poliomyelitis microflocculation test has 
been developed( 134, 139) which becomes 
positive in the first few days of infection, 
rises four-fold, and declines rapidly, so that 
it indicates current or very recent polio in- 
fection. Because of cross reactions between 
types, it cannot be used for tvping. The 
effect of vaccination on it is not yet known. 

‘Sabin Type II attenuated live poliovruis 
vaccine was given to 198,965 children in 
‘Singapore(53) without untoward effects, 
and no Type II paralysis occurred. Six cases 
of Type I polio occurred in contrast to the 
179 among 300,000 non-vaccinated children. 
In a Russian trial(141) there was a better 
antibody response than to Salk vaccine and 
no symptoms of lesions of nervous or other 
organs. Eight passages through susceptible 
children’s intestines resulted in the periodic 
appearance of strains with slightly higher 
neutrotropic activitv for monkeys, but in 
subsequent passages it returned to the pre- 
vious level. Similar increases in virulence 
were observed in a Mexican trial(100) and 
some serologically susceptible children 
were resistant to vaccination apparently be- 


cause current infection with non-polio virus, 


blocked implantation of vaccine virus. 
Two patients with proved mumps virus 
were comatose for 36 and 72 hours, but re- 
covered without sequelae(118). 
Downie(26) reviews evidence that Her- 
pes Zoster represents a second more local- 
ized tissue invasion by Varicella virus. 
Hosty et al.(64) have developed a human 
antirabies gamma globulin which will avoid 
the risks of horse serum, yet provide im- 
mediate antibody to inactivate virus intro- 


'. duced by exposure and protect long enough 


for active immunization to result, 
Amphotericin B, 1 mg. per kilogram in 


И - adults, is effective against Cryptococcus 


(96) and Coccidioidal diseases(159). Lum- 
bar punctures should be used to detect 


{ 
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meningitis early. Intrathecal amphotericin, 
0.7 mg. well diluted, may be necessary 
every 4 hours at first because of poor pas- 
sage of amphotericin through the blood 
brain barrier. The prognosis may be good 
even though complement fixation titres re- 
main high. 

Adding streptomycin to massive penicil- 
lin therapy does not improve the outcome 
in рпешпососсіс meningitis(85). Early di- 
agnosis is necessary for better treatment. 
Most deaths occurred when diagnosis was 
delayed 5 days. 

Vomiting was a warning of otogenic men- 
ingitis in 38 children where other symptoms 
were masked by antibiotic treatment(50). 
Recovery was highest when treatment was 
given within 24 hours. Of 9 who convulsed, 
8 died. 

Intramuscular streptomycin and oral iso- 
niazid, or PAS, was the best treatment of 
207 patients with tuberculous meningitis 
(163) both as to survival and residual de- 
fects including ocular complications(105). 
Intrathecal streptomycin was not essential. 

Leptospirosis is an increasingly recog- 
nized cause of aseptic meningitis(25, 29, 
128, 131). Leptospira are numerous in the 
cerebro-spinal fluid during the prodromal 
period, but are absent 10 days later when 
the meningeal signs appear. Only agglutin- 
ation tests will then establish the diagnosis. 
Icterus may not occur. Conjunctivitis is 
prominent and there may be a proximal 
neuropathy. Cells may not appear in the 
cerebro-spinal fluid for the first week, but 
then may persist for 5 months. 

Prenatal serologic testing for syphilis con- 
tinues to be necessary, for in the past dec- 
ade a history of syphilis was obtained in 
one percent of mental defectives(9). The 
TPI and antilipoidal reactions in 386 spinal 
fluids confirm the specificity of the TPI test 
as an indication of central nervous system 
involvement by syphilis, but its significance 
regarding activity is unknown(5). In an- 


other 187 patients(77), positive comple- 


ment fixation tests with Treponema Palli- 
dum or Reiters Protein indicated past or 
present central nervous system involvement, 
but not the activity of the process. It should 
be noted that storage in the deep freeze 
renders previously reactive fluids non-re- 
active. 
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А Lecithin-free cardiolipin antigen for 
complement fixation is less sensitive for 
syphilis, but more sensitive to biological 
false positive ( BFP) reactors, e.g. sera from 
leprosy ( 131, 132). The ВЕР reaction is due 
to certain beta and gamma globulins( 102). 

Untoward penicilin reactions(50) have 


. increased only due to increased use of pen- 


icillin. They are so serious that unnecessary 
use of penicillin should be restricted. Local 
toxicity is largely overcome. Systemic toxic- 
ity may cause peripheral neuropathy and 
transient psychosis. Microbiogenically there 
has been no decrease in sensitivity of trep- 
onema pallidum, but there are dangers of 
superinfection with resistant staphylococcus 
and monilia. Other risks include release of 
noxious products due to lysis of treponemas, 
Vitamin B and K deficiencies, and increased 
susceptibility to polio because of the injec- 
tion. Allergic reactions of exanthematous, 
angio-edemal and serum sickness type can 
be counteracted. by penicillinase, 5000 units 
per 100,000 units of penicillin. Penicillin is 
undoubtedly the superior antibiotic, but 
when the above complications proscribe its 
use, Chlortetracycline, Chloramphenicol 
and Oxytetracycline may be given, 30 grams 
р.о. over an eight day period. Erythromy- 
cin and Carbomycin are effective in total 
dose of 20 grams over 8 days(104). 

Hahn et al.(52A) report on the coopera- 
tive clinies study of penicillin treatment 
of general paresis. Six million units of peni- 
cillin is ample treatment. Retreatment is 
indicated only when the initial course was 
less than six million units, when temporary 
improvement is followed by clinical progres- 
sion or when there are more than 5 cells 
in the spinal fluid a year after treatment. 
Spinal fluid pleocytosis at the time of treat- 
ment indicates an active process more sus- 
ceptible to treatment. Improvement may be 
striking ; however, residual deficits depend 
on permanent brain damage prior to treat- 
ment. Prognosis is worse when the psycho- 
sis or the neurologic deficit are severe or 
of long duration. Work status at the time 
of treatment and the length of time since 
the patient worked at his usual job are of 
great prognostic import. 

Herxheimer reactions are not reduced by 
starting with small doses. They are more 
frequent with spinal fluid pleocytosis. Pre- 
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treatment with sedation and anticonvulsants 
is advisable. 

Symptomatic managemert of late syph- 
ilis(52) includes bracing, not surgery, for 
Charcot joints, transurethral prostátectomy: 
for bladder symptoms and Prednisone for | 
nerve deafness of congenital syphilis. — * 


NEOPLASM 


Certain astrocytomas are sensitive to x- 
ray therapy(18). Cerebellopontine angle 
tumor can cause sudden deafness initially 
(54). 

Multiple myeloma not oaly causes neu- 
tropenia, but also interferes with antibody 
formation predisposing the patient to pneu- 
monia and meningitis( 42). 

Fatal intracranial hemorrhage in leuke- 
mia is not always due to thrombocytopenia 
(37). In leukemia(65) the “lymphocytes” 
in the cerebro-spinal fluid can be seen with 
supravital stains to be leukemic cells. Radia- 
tion therapy is more effective than chemo- 
therapy for cerebral symptoms. Ап acute 
disseminated cerebral demyelination is 
sometimes associated with reticuloendothe- 
lia] tumors(14, 88). Sarcoid must be added 
to the tumors causing myopathy (57). Neu- 
rological symptoms in systemic lupus ery- 
thematosis make the prognosis grave(129). 

Instead of neuropathy, bronchial carcino- 
ma may cause depression, intellect impair- 
ment. and stupor(98). 

Metastases to the spinal cord may be 
accurately located by the accompanying 
herpes zoster(7). Decompression of spinal 
metastases is not likely tc help if flaccid 
paraplegia develops in 72 hours, or if sen- 
sory loss is complete. 

Among 49 patients with hepatic coma, 
azotemia and oliguria occurred only in 
those who died. Those in stupor had respir- 
atory alkalosis(148). In dogs, alteration of 
the рН gradient by respiratory alkatosis 
increased the ammonia concentration in the 
brain two or three times normal(143). 

Low caeruloplasmin levels have been 
found only in hepatolenticular degenera- 
tion. To account for the wide scatter of 
caeruloplasmin levels in asymptomatic pa- ' 
tients and siblings, Bearn(8) suggests that . 
there are two genetically determined meta- 
bolic blocks, one lowering caeruloplasmin 
and а rarer one which doesn't. He saggests 
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the use of a tolerance test with oestrogens 
which markedly elevate caeruloplasmin 
lévels in normals and Wilson's Disease. 
Curzon(24) relates the 4 tight copper 
-bonds of caeruloplasmin to the location of 
histidine and cysteine in the molecule. In- 


` ereased intestinal absorption of copper may 


result from lack of caeruloplasmin copper 
in the mucosal cells to block it. Aminoacidu- 
ria is probably due to increased copper in 
the kidney for it does not accompany low 
caeruloplasmin in all patients. Cummings 
(23) uses potassium sulfide, 20 mg., t.i.d., to 
hinder copper absorption from the intestine. 
BAL helps scme patients. Penicillamine 
seems to remove copper better from liver 
than brain. Three cases of granulocytopenia 
have occurred during penicillamine treat- 
ment, perhaps due to pyridoxine antagon- 
ism(152). 


METABOLISM 


In 196 sural nerve biopsies in diabetes 
mellitus, intraneural vascular lesions were 
greater with neuropathy. Neuropathy in- 
creased with duration of diabetes, ad- 
vancing age and vascular change in other 
organs(32). Optic neuritis developed grad- 
ually in 14 uncontrolled diabetics, and con- 
trol of the diabetes arrested the visual loss 
in 11(137). The pupil is usually spared with 
paralysis of extraocular movements in dia- 
betes. Ocular pain is common( 74). Periph- 
eral neuropathy in Cushing syndrome may 
be related to the diabetes( 66). 

Paraesthesias, burning pains, sometimes 
radicular, occur in half the patients with 
idiopathic and radio-iodine induced Myxe- 
dema(22). Symptoms are disproportionate 
to findings. Response to treatment is com- 
plete. In 20 cases of thyrotoxic myopathy 
(59) weakness was proximal in 19. Those 
without eye signs had a longer course. 

In pernicious anemia, visual impairment 
due to retrobulbar neuropathy may : precede 
other neurologic signs and even anemia, so 
a Shilling Test is helpful(55). Mental 
changes due to lesions of the cerebral white 
matter never preceded cord involvement, 


` but like them did not parallel the anemia 
. (156). Prognosis depends on the duration 


of symptoms, and there may be relapses 
with infections. By radioactive tracer meth- 
ods Grósbeck(45) has calculated the B12 


| 
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turnover in man as 300 micrograms рег day. 

Patients with Korsakoff psychosis have 
impaired ability to think coherently and 
reason with data immediately before them 
(150). Confabulation is not a primary symp- 
tom, but results from their forgetting more 
and at a steeper rate than controls( 144). 


А single, symmetrical sharply outlined fo- . 


cus of myelin destruction was found in the 
rostral pons of four alcoholic patients. In 
two of them it had caused rapid, flaccid 
tetraplegia(2). 

Desoxycorticosterone was the only ster- 
oid that did not aggravate seizures(60). 
Acute increases of intracranial pressure 
cause eosinopenia, sodium retention and in- 
creased steroid excretion(12). 

Hypercalcemic states may increase cere- 
bro-spinal fluid total protein up to 170 mg. 
percent( 27). 

Renal tubular malabsorption may cause 
proximal limb pain and weakness which 
responds to vitamin D and potassium(162). 

Magnesium depletion is an important 
cause of twitching, tremor and fasciculation 
in malnourished patients(126). Clinical 


symptoms correlate better with intracellu- 


lar (RBC) than extracellular (serum) lev- 
els of magnesium. The better treatment is 
magnesium chloride which ionizes more 
readily than magnesium sulfate(140). 

Serum sodium should be checked daily 
in unconscious patients, particularly chil- 
dren, because high sodium induces sub- 
dural, subarachnoid and intracerebral hem. 
orrhages(90). 


The light skin pigmentation in phenyl. . 


ketonuria is of systemic, not peripheral 
origin(58). The phenylketonuria paper test 
(Phenistix) with ferric chloride, magnesi- 
um and buffer, is effective and simpler than 
the ferric chloride test(41). Using it, Gold- 
berg(53) found that half the carriers of the 
gene do not excrete porphobilinogen and 
during remissions patients may not. Attacks 
increase in the first trimester of pregnancy 
and just before delivery, during infections 
and after barbiturates, particularly those 
with an allyl group. Tachycardia is a good 
index of the activity of the disease. 


MOVEMENT DISORDERS 


Twitchell(146) ascribes athetosis to a 
cerebral immaturity with inability to sup- 
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press antagonistic movements resulting 
from concurrent grasping and avoiding re- 
sponses, mass movements of neck and la- 
byrinthine origin, and there is a lack of 
eye-hand coordination. 

Proclorperazine is added to the drugs 


. which cause extrapyramidal reactions( 117). 


The differing cortical and subcortical elec- 
trical effects of chlorpromazine, reserpine 
tremorine and pentobarbital are reported 
by Kaelbér and Correl( 71). 

Careful initial and followup history re- 
garding ocular pain, halos around lights, 
constricting fields and dimming vision will 
keep the risk of glaucoma small in anti- 
parkinson drug therapy(27). The newer 
synthetic acetylcholine inhibitors have less 
peripheral but more cortical effect causing 
hallucinations( 1293). i 

Kuru, which principally attacks adult 
Indonesian women, causing ataxia, tremor 
and death within a year, is probably due 
to a genetic factor(38). Pathologically there 
is widespread neuronal degeneration, mye- 
lin loss predominantly in spino-cerebellar 
and corticospinal tracts, an intense astro- 
and micro-glial proliferation, scattered per- 
ivascular cuffing and in half the cases aniso- 
tropic placques( 75). 

Acute cerebellar ataxia of children, if 
severe at onset, may last for years( 155). 

Rythmical myoclonus can originate from 


the brain stem or the spinal cord(91). The 


many sites of tonic and clonic head move- 
ments are reviewed by Mettler(101). 


OTHER CENTRAL NERVOUS SYSTEM. CONDITIONS 


Additional acrocentric chromosomes in 
the smallest size range in Mongoloid chil- 
dren suggests that the primary disorder is 
one of oogenesis(83, 36, 69). 

А special number of the Ácta Neurologica 
et Psychiatrica, Belgica, has been devoted 
to multiple sclerosis(1). Plum and Fog 
(124) in a detailed chemical comparison 
of 78 patients and 49 controls found in the 
cerebral spinal fluids an increase of total 
protein in 50%, and of gamma globulin in 
65%. Cholesterol also was increased. Green 
et al.(46) found the latter in a number of 
other conditions, but only in multiple scler- 
osis was the ester over 602 of the total 
cholesterol. On electrophoresis of serum of 
multiple sclerosis patients, total protein was 
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lowered in the majority, albumin was low- 
ered in all, and there was a relative in- 


crease in gamma and alpha-two globnlins 


proportional to the duraticn and'stete of. 
the disease(33). A 1.5 degree gradual in- 
crease of body temperature caused 13 of ' 
14 multiple sclerosis patients to develop 
symptoms( 111). Watson( 153) reports a 
temporary, partial remission of symptoms 
while the body temperature w as lowered 
one degree. 

Quantitative assay of ен in iso- 
lated fresh nerve cells and glial cells from 
control and stimulated animals suggests that - 
glial cells donate energy or food to the 
nerve cells they serve(67 ). 

Hemispherectomy(154) including corpus 
striatum, thalamus and hypothalamus in 
monkeys caused loss of fine movements but 
not of standing, walking and climbing. It 
also caused contralateral anaesthesia, ex- 
cept for pain which could still be accurately 
localized on the face. The degree of i impair- 
ment of the "highest integrative activities" 
of man is a function of the total number of 
cortical neurons damaged, not their site 
or degree of dispersal( 15). 

Auditory illusions are usuallv caused by 
bilateral temporal lesions; visual illusions 
by nondominant temporal lesions(108). 

Changing direction of joint movement 
causes a reciprocal shift of activity of ad. 
jacent post central ‘gyrus neurons(106). 
There are cortical and subcortical inhibi- 
tory mechanisms improving touch discrim- 
ination(107). The superficial abdominal 
reflexes are polysynaptic spina: reflexes in- 
fluenced by cerebral and spinal effects on 
the internuncial neurons(79, 51). 

The spinal cord should 5e explored and 
electrically stimulated in traumatic para- 
plegia(109). When transection is partial, 
procaine injection of peripheral nerves, 
under direct vision, may relieve mass re- 
flex spasm(110). Spinal alcohol injection 
is condemned. 


CRANIAL AND PERIPHERAL NERVES 


An attack of trigeminal neuralgia is pre- ^ 
cipitated by a summation of touch stimuli | 
and is followed by a relatively refractory 
period which can be increased by hydan- 
toin(79). Except in the rare instances 
when it is due to multiple sclerosis or 
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tumor of the middle or posterior fossa, it 
may be relieved in 732 of patients by "de- 
compression" of the root as it crosses the 


.apex of the petrous temporal bone(40). 


Costen has reviewed the causes and treat- 


' ment of his mandibular joint зупдготе (21). 


All but 2% of patients with Bells palsy 
recover well; operative risks of decompres- 
sion are greater than this. Exercise should 
be prohibited until voluntarv movement 
begins. Decompression should be reserved 
for those who fail to show any recovery 
after two months(157) even when the paral- 
ysis 15 secondary to basal skull fracture(86). 
Treatment with split hypoglossal grafts Was 
successful and free of complications in 11 of 
14 patients( 73). 

Microelectrode study indicates that 
sounds are localized by special units of the 
accessory superior olivary nuclei(39). 

Ultrasonic treatment сап -destroy the 
whole labyrinth relieving Meniere's attacks 
without deafness(4). 

Peripheral entrapment syndromes of the 
upper extremity have been reviewed by 
Thompson and Kopell(145). 


MUSCLE 


Myasthenia gravis in 4 boys whose par- 
ents and sisters were normal suggests that 
the genetic factor is a sex linked recessive 
(151). Impaired progesterone metabolism 
to pregnandiol in myasthenia is restored by 
thymectomy, indicating an effect on the 
liver(135), At death, 5 myasthenic patients 
histochemically had almost no acetylcho- 
linesterase inhibition, despite large ante- 
mortem doses of neostigmine, indicating an 
additional action of neostigmine(19). That 
this action is one on membrane function is 
suggested by the potentiating effect of vera- 
trine which causes a slight net loss of potas- 
sium from the muscle(61). 

In the treatment of myotonia, quinine 
was least effective, prednisone more effec- 
tive, and procaine amide most effective 
(but the latter may cause agranulocytosis) 
(87). Potassium binding exchange resins 


. * have lessened myotonia in 6 cases(68, 146). 


A reversible proximal myopathy due to 
steroids(158) is not due to potassium loss 
(121). 

Use of short acting muscle relaxants 
(suxamethonium compounds) is followed 
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[Tan. 
in a third of the patients by transient muscle 


pain and stiffness so severe that poliomye- 
litis or meningitis may be considered (82). 


PROCEDURES 
Because sudden death immediately after 


tracheotomy is due to rapid reversal of the. 
pre-existing respiratory acidosis, giving ox- ` 


ygen alone is dangerous, and vasopressors 
should be at hand(47). Chest x-ray before 
tracheotomy in infants is more reliable than 
recourse to an age table of crico-carinate 
distance, and prevents the pulmonary com- 
plications of a long cannula(160). 

Cineradiography helps to clarify the rea- 
son some patients have difficulty with glos- 
sopharyngeal breathing and correct it(92). 
Radiologic and neurologic manifestations 
of spondylosis are reviewed by Epstein and 
Epstein(31) and the x-ray changes of carn- 
iopharyngiomas by Barnett(6). 

Complications, other than headache, of 
lumbar puncture when cerebro-spinal fluid 
pressure is increased, are below 1.2% and 
actually are much more frequent when 
there is no papilloedema(78). 

Discography is not superior to myelogra- 
phy, but may be a useful supplement(116). 
hepeat myelograms were done in 38 pa- 
tients because of postoperative recurrence 
of symptoms(136). Operation confirmed a 
new disc at a new level in 5, and a recur- 
rent herniation at the old level in 1l of 
the 16 who had defects. Nineteen of the 
22 whose myelograms were normal ipid 
ly recovered without operation. 

Air embolism complicating ТЕ 
cephalography need not be fatal(70). А 
short bevel needle lessens the chance of 
the opening being half in a vessel. A steth- 
oscope over the heart during the injection 
of the first milliliters of air permits one to 
hear the "mill wheel" murmur of air in 
the ventricle before a fatal quantity of air 
has been injected. Injection is stopped and 
the patient is turned onto his left side in 
steep Trendelenberg so that the bubbles 
are trapped in the apex and circulation is 
maintained. The air and frothy blood can 
then be aspirated by a needle inserted in 
the right ventricle. 

Dog experiments demonstrate an almost 
all-or-none effect of exposure of the vascu- 


lar bed to toxic concentrations of contrast , 
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media(93). Even maintaining adequate 
intervals between injections of small vol- 
umes of dye, Brendler and Hayes(11) limit 
angiography in patients likely to have ather- 
sclerosis or over 50 years old. Although 
angiography is relatively quick and safe, 
75% accurate in localization and by vascu- 
larity gives some evidence of tumor type, 
it may not indicate the full extent of a tu- 
mor and may fail to demonstrate an occipi- 
tal parietal, deep central or small tumor 
(113). In agenesis of the corpus callosum, 
the anterior cerebral artery shadow is more 
vertical and turns backward sooner(63). 

А new technique of echoencephalogra- 
phy permits identification and demonstra- 
tion of displacement of the pineal, whether 
or not it is calcified in adults or children 
(84). 

Failure of the foetal innervation of mus- 
cles results in a distinctive electromyogram 
with small fibrillations and a hyperirrita- 
bility to mechanical stimulation causing 
positive sharp waves(94). Two days are 
needed for electromyographic changes to 
appear after a ruptured disc( 76). 
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ALCOHOLISM 


KARL М. BOWMAN, М.О: 


Àn important re-evaluation of the Jellinek 
formula appeared in the June issue of the 
Quarterly Journal of Studies on Alcohol. 
John Seeley(1) states, 


À logical demonstration, believed to be con- 
clusive, is made that the present most com- 
monly used method of estimating the preval- 
ence of alcoholism is in error to so serious an 
extent that assertions as to "the magnitude of 
the problem" are misleading, and scientific 
studies based on these data, quite probably, 
invalid. 


Jellinek(2) himself agrees with Brenner's 
(3) criticism of PD in the numerator of the 
"Jellinek formula" and concludes, 


Generally, I would not be in favor of the con- 
tinued use of my formula, nor of any modifica- 
tion of it, as there are too many fluctuating 
factors present. Much more to be desired is 
a new basis, and particularly actual field sur- 
veys. 


’ А group(4) investigating the low level of 
serum magnesium in patients with delirium 
tremens and alcoholic hallucinosis reports 
that because sweat contains an extremely 
high concentration of magnesium, severe 
sweating in delirium tremens may be a 
significant factor affecting serum magne- 
sium concentration. Upon cessation of 
symptoms serum magnesium levels rose 
in every case, regardless of initial levels. 
The authors speculate as to whether the 
deficit results from, or causes delirium, 


1 Professor of Psychiatry Emeritus, Univ. of Cali- 
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increased psychomotor agitation, disorienta- 
tion, hyperhydrosis and hallucinosis. 

Clark and Halpieu(5) found that in 56 
dogs, 100-125 mg. of animal charcoal per 
kg. of weight produced sensitization to 
alcohol comparable to that produced by 
0.5 to 1.0 mg. per kg. of calcium carbimide 
and 5.0 to 10.0 mg. per kg. of disulfiram. 
In another research experiment(6), 3 of 4 
groups of rats on a nutritionally adequate 
but calorically deficient diet were given 
varying amounts of sucrose supplement and 
a fourth was given a 15% alcohol solution 
instead of drinking water. From а checkup 
of the rats' caloric intake and rate of weight 
gain, the authors conclude that all the 
energy present in alcohol appears to be 
available in the animal body for growth. 
In a study of water- and alcohol-drinking 
habits of rats, the same team( 7) noted that 
only 5 of 25 rats made consistent choices 
when the drinking dish location was varied 
because the rats’ drinking preferences were 
influenced by their being either right- or 
left-pawed. They concluded that “had we 
not become aware of the importance to 
some rats of the location of the fountains 

. we might have inadvertently attributed 
the differences in alcohol intake to some 
genetic factor.” Moving the alcohol dis- 
penser cured some rats’ “alcoholism.” In 
another study(8), alcohol ingestion in mice 
was found to increase following administra- 
tion of sodium chloride, which may be 
related to a secondary response due to liver 
dysfunction. Ditman and Mooney(9), 
studying the effects of phenyltoloxamine 
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(PRN) in 26 chronic alcoholics, found no 
better effects from PRN than from placebos. 

Two studies, the one on the combined 
effects of alcohol and phenobarbitone( 10), 
the other on alcohol and chlorpromazine 
(11), showed that in combination with 
alcohol, both drugs potentiated the effects 
of alcohol. The combined effects of half 
doses of alcohol and of either drug were 
greater than those following a single full 
dose of alcohol. 

It seems important, considering the con- 
troversy about the value of insulin in the 
treatment of acute alcoholism, that alcohol 
metabolism was 21% higher in those sub- 


'jects given insulin and 192 higher in those 


given insulin plus glucose, than in controls 
(12). Also of interest are Lundquist and 
Wolthers’ conclusions(13) that the average 
rate of alcohol elimination in man is in- 
creased 6% after glucose administration 
and by 34% after fructose. 

Partridge(14), in England, advocates 


chlorpromazine ог promazine and so-called . 


modified insulin treatment for controlling 
delirium tremens and suggests that modified 
insulin treatment is also valuable for detoxi- 
cating the alcoholic who remains short of 
delirium. He suggests vitamin dosage given 
intravenously, added to an intravenous in- 
fusion of 1,000 to 2,000 ml. of 10% dextrose 
in normal saline containing also 30 units of 
insulin. Allgen et al.(15), obtained excellent 
results in the treatment of 7 patients with 
severe delirium tremens with Viadril, whose 
only complication was thrombophlebitis in 
recipient veins. According to Kofman(16), 
the treatment of 114 alcoholics receiving 
perphenazine proved more satisfactory than 


- that of 163 receiving reserpine because of 


the potent action and lack of side effects of 
intramuscular perphenazine in short-term 
therapy. Nocturia was found to be a 
distressing side effect of temposil in one re- 
port(17). In Glatt’s(18) comparative study 
of disulfiram and temposil, on the whole 
the reactions to temposil were much less 
severe than to disulfiram, but the admin- 
istration of temposil tests in an outpatient 
clinic seemed risky because of possible 
craving reactivation. Glatt suggests that 
choice of drugs may depend on the in- 
dividual patient’s personality; he recom- 
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mends psychotherapy and AA affiliation in 
conjunction with physical therapy. | 
Copenhagen since 1953(19) has demon- 
strated a unified medical approach with 
a consistent treatment program for alcohol. ' 
ism: it includes an outpatient alccholic 
clinic ; a 37-bed sanatorium for males; amd 
agreements with the psychiatric adm.ssion 
departments to accept acute cases and with 
the outpatient municipal hospital cinics 
and TB dispensaries to treat all somatic 
conditions. The sanatorium’s figures for a 
3-year period show that 38% of 1,312 pa- 
tients were improved. Other larze С атіѕћ 
towns have established treatment centers 
with uniform treatment practices. 
Outpatient treatment in Poland(20 +, un- 
der difficult conditions and without the 
public health authorities’ cooperation con- 
sists of educational psychotherapy supple- 
mented by Antikol (disulfiram), sedztives, 
tranquilizers and large doses of vitzmins 
B and C. Results of a 3- to 6-month fcllow- 
up study in 1955 showed one third «f the 
outpatients were “socially useful.” 
According to an abstract(21) from the 
1956 Russian medical encyclopedic, the 
total alcohol consumption in Russi} per 
capita in 1948-50 was 38% less than in 1891 
and much lower than in capitalis: couatries. 
The Moscow traffic regulatiors division 
showed that 27% of accidents involving 
pedestrians in 1953-54 resulted from tedes- 
trian intoxication and 17% of traffic acci- 
dents resulted from driver intoxication. 
Drunkenness constitutes no mitigatirz cir- 
cumstance for any crime and increases 
the responsibility in motor accicents. Hyp- 
notherapy and conditioned-reflex therapy 
are emphasized. By official estimat:s, al- 
coholics, mostly chronic alcoholics мои 
psychosis, occupied 2% of psychoneur3logic 
institution beds in the 1950-55 period. 
Because of the high incidence (25€) of 
ulcer histories in 600 male alcoholic pa- 
tients, an Austrian investigator(22° con- 
sidered the “most substantial link be-ween 
alcohol and stomach ulcer... а ccmmon 
psychodynamic factor,” and addiction fol- , 
lowing gastric surgery a displacement of” 
symptoms. 
In a re-evaluation of the familiar statis- 
tics about annual loss of time and high 
accident rates among problem drinkers, 


2 КОГО, compared 3 groups, 1 


of 48 problem drinkers and 2 control 


groups, whose average tenure was about 28 
years in a large U. S. company. Overall, 


" the problem drinkers were absent 2.5 times 


as many days, cost 3 times as much in sick- 


' ness payments and had 3.6 times as many 


accidents as did the matched controls. 

The Uniform Vehicle Code, Model 
Chemistry Test Law defining drunkenness 
by weight of blood alcohol was used in 27 
states as of July 1, 1957. The definition is : 
at or below 0.052, the defendant is not 
considered drunk; at over 0.05 but under 
0.152, he is not presumed to be drunk but 
the findings may be considered in deter- 
mining his guilt; and at 0.15% or above, he 
is considered drunk. In a study(24) of all 
single vehicle fatal accidents in Westchester 
County for a years period, 49% of the 
fatalities had 0.152 blood alcohol levels at 
death ; 20% had 0.05 to 0.15%: and 27% had 
no blood alcohol The authors conclude 
that alcohol usage was probably a causal 
factor in the deaths of one half or more 
of the drivers killed in single vehicle acci- 
dents in that county over an 8-year period. 
From these data and a similar Delaware 
police study, in which 10 of 15 fatally in- 
jured drivers had 0.152 or higher blood 


‘alcohol levels, they suggest that the high 


alcohol levels observed in this type of 
accident may exist in other U. S. sections. 

The San Francisco Community Health 
Services Committee(25) urged that cover- 
age of hospital and follow-up outpatient 
treatment for alcoholies be studied by 


‘companies offering group health insurance. 


One Blue Cross contract, covering the C & H 
Sugar Refining Corporation and the Re- 
finery Workers union, already includes alco- 
holic care if provided in a general hospital. 

The September issue of the Quarterly 
Journal of Studies on Alcohol presents sub- 
stantially the same papers that were read at 
the October 1958 Research Conference on 
Problems of Alcohol and Alcoholism. 

The Alcoholism Research Foundation of 
Qntario(26) recently published its first ex- 


~ tensive statistical report of alcohol use and 


alcoholism in Canada from 1871 to 1956. 
Although the prevalence figures are based 


on the Jellinek formula, other figures re- > 


garding alcohol consumption, the size and 
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characteristics of the drinking population 
and convictions for offenses involving alco- 
hol are not affected. 
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GERIATRICS 
KARL М. BOWMAN, M.D., лмо BERNICE ENGLE, M.A? 


The WHO advisory group on public 
health aspects of the old, recently recom- 
mended various provisions for the tremen- 
dous increases, proportional and absolute, 
in aging populations, Japan has had the 
largest proportional increase. In Russia the 
average life span has more than doubled 
since 1917; Khrushchev's average contem- 
porary will die at age 67. The U. S. Social 
Security Administration began late in 1959 
a semiannual ‘count of centenarians on the 
old-age and survivors’ insurance rolls; the 
last count, in 1950, showed 4,474 cente- 
narians. 

Various ataractic drugs reported on favor- 
ably in the treatment of fairly large series of 
elderly psychiatric patients under controlled 
conditions, and without undesirable side 
effects, include hydroxyzine, buclizine, and 
methylphenidate hydrochloride. Tranquil- 
izers were successfully combined with a 
vitamin-hormone stimulant (Ritonic) and 
with a nutritional-hormone supplement 
( Neobon). 

Poor results were also reported. À variant 
of diphenhydramine hydrochloride (Cova- 
tin) was ineffective in 14 elderly female 
patients treated for 8 weeks, as was oral 
pentamethylenetetrazol in 44 senile patients 
treated under control conditions. Procaine 
hydrochloride, praised as a Roumanian 
wonder drug, was found to be no panacea, 
but merely a mild activator of the pituitary- 
adrenal system. The use of Tofranil (250 


mg. daily) in 6 elderly psychiatric patients 


was followed by a sudden reaction, with 
coarse tremor in all limbs, present even at 
rest. The tremor cleared quickly upon with- 
drawal of the drug, which was resumed in 
lower dosage. 

Reports by Chow(1) and by Droller 
and Dossett(2) indicate that vitamin By, 
deficiency may be a cause of senile demen- 
tia and confusional states. Settel(3) found 
a mild to moderate protein depletion and 


‚ negative nitrogen balance in 32 geriatric 


patients (aged 62-89) studied for 8 to 10 
months. 


University of California Medical Center, San 


Francisco 22, Calif. 


Birren(4) reported among the results of 


an intensive study of 59 men aged 55-65, 


living in the community, that age was not ' 


necessarilp accompanied by a change in 
the cerebral blood flow and cere»ral me- 
tabolism; and that the demonstrable 
changes іп. mental abilities were much 
smaller than those previously reported. Ac- 
cording to an extensive review(b5' of cur- 
rent trends in problems of the aged, in 
general, the majority of the biologie, ge- 
netic, cultural and psychologic factors favor 
females over males in health and longevity. 

According to a study(6) of 3 groups of 
men divided into age levels from 30 to 60, 
the serum cholesterol level; the frequency 
of arcus senilis and the incidence of cor- 
onary artery disease were much nigher in 
the group who had an intense drive for 
achievement and were continually involved 
in competitive efforts, than in those char- 
acterized essentially by the corverse pat- 
tern. 

Ап extensive review( 7) showed increased 
use of psychotherapy with geriatric pa- 
tients; supportive approaches and active 
therapy predominated over insight therapy. 
In the dew reports dealing with group 
psychotherapy, results were more syste- 
matically evaluated than in individual 
therapy, perhaps because of rather large 
samples of institutionalized patients and 
controls. Rosenthal(8) reported successful 
psychotherapy of about 30 elderly pa- 
tients, most of whom were treated just 
like younger patients. Both writers advise 
extensive research into the idea that persons 
beyond a certain age (say, 40) are not 
amenable to psychotherapy. 

The standard for performance by older 
people on the Wechsler Adult Intelligence 
Scale (WAIS) was established оп 352 sub- 
jects in metropolitan Kansas City. This 
standard, tentatively accepted ky Wechsler 
as a national norm, was tested by Eisdorfer 
et al.(9) on 130 normal subjects, aged 60-75, 
and on 32 mental hospital patients in North 
Caroline. Since the results—-a higaer Verbal 
than Performance IQ score in 82%, except 
for the hospitalized group aged "0-74— 


4 


* 


contradict the Kansas City norms, the au- 
thors question the generality of this sample 


‘as the basis for national norms. 


Owens(10} reexamined Army Alpha test 
scores’ collected in 1950 on 127 men who 
had taken the test as college freshmen in 


`+ 1919. Both increases and decreases in 


scores were observed, but the changes from 
age 20 to age 50 were unrelated to initial 
ability levels. Hence Owens concludes, that 
age is not kinder to the gifted few. No data 
exist as to the relationship after age 50. 

А  paired-associate learning test(11), 
given to 18 elderly psychiatric patients and 
a control group, was found to be sensitive 
to memory impairment, without depend- 
ence on intellectual functioning ; problems 
of standardization were being investigated. 

In a comparative performance test on 
older and yourger subjects, Griew(12) 
presented stimuli from varying numbers 
(up to 8) of signal sources for simple 
reaction time. The performance of younger 
subjects did not seriously deteriorate until 
the number of signal sources reached 8, 
while that of older ones deteriorated when 
the number of alternative sources was in- 
creased from 1 to 2. 

A few interesting plans concern retired 
professional persons. The American As- 
sociation on Emeriti has listed about 13,000 
emeriti, for whcm employment or other 
benefits are sought. The entire full-time 
faculty of Hastings College of Law, San 
Francisco, are emeriti from famous law 
schools. Increased use of retirement-age 
professors has been recommended by sev- 
eral educational committees. This past year 
Judge Learned Hand, at age 87, completed 
50 years’ service as a Federal judge. 

The AMA has urged physicians to adjust 


REVIEW OF PSYCHIATRIC PROGRESS 1959 


fees for medical services and to encourage 
the development of suitable prepaid health 
plans for those over age 65. California 
Physicians Service recently adopted MD- 
Plan 65, designed to carry out these recom- 
mendations. About 33 states reported pro- 
gress in elderly health care. Several writers 
have noted that many expenses listed as 
medical care really involve expenses of 
housing, food service,.and home nursing 
care. 

In the Scandinavian countries—67 is the 
national pension age—350 new homes for 
about 15,000 aged persons have been built 
in the past 10 years. А new career, with 
good pay and ample living quarters, for 
suitable women is that of director of an old 
age home, based on a 2-year training. 
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EPILEPSY 
WALTER J. FRIEDLANDER, M.D. 1 


PHYSIOLOGY 


There is increasing evidence that the 
neurophysiological bases of seizures in- 
volve: a synchronization and an increase 
rate of firing of aeuronal units and some 


1 National Veterans Epilepsy Center, VA Hospital, 
Boston 30, Mass. 
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active relationship between excitatory and ` 


inhibitory processes(1, 2, 3, 4, 5, 6, 7, 8, 
9). Cortical discharging foci may persist 
and propagate independent of any sub- 
cortical influence(10, 11) although some 
subcortical regions, particularly certain me- 
dial thalamic areas, can exert a marked in- 
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fluence on these cortical foci(12, 13, 14, 
15) ; also, other brainstem areas may pro- 
duce tonic seizures independent of cortical 
involvement(16, 17). 


BIOCHEMISTRY 


The metabolic steps of the glutamic acid- 


gamma aminobutyric acid (GABA) cycle 
appear to be fairly well accepted : glutamic 
acid to GABA by the action of glutamic 
acid decarboxylase (GAD) plus pyridox- 
ine; GABA plus alphaketoglutaric acid 
by the action of a transaminase plus, 
again, pyridoxine to succinic semialdehyde; 
then by a dehydrogenase(18, 19, 20) to 
succinate and then to glutamic acid. This 
succinate path is sufficient to account for 
all the GABA catabolism(21). Pyridoxine 
antagonists can cause seizures(22, 23, 24) 
which are stopped by the administration 
of Bs. The comparative distribution of the 
transaminase and GAD is such as to sug- 
gest that the GAD is the limiting factor 
(25). The catabolic limb of this cycle т- 
volves a portion of the citric acid cycle; 
hence, it is suggested that the GABA cycle 
is primarily a regulator for available energy 
(26). Considerable doubt has been cast 
on GABA being the inhibitor neurohormone 
(27, 28, 29, 30) although most evidence 
points to it or some other naturally oc- 
curring amino acid having important in- 
hibitory and/or excitatory effects on neu- 
rons (23, 31, 32, 33, 34, 35, 36, 37, 38). Its 
actual mechanism remains theoretical (39, 
40, 41, 42). 

Other biochemical studies report that: 
increase seizure susceptibility is inversely 
related to the ratio of extracellular to cell- 


ular sodium, directly related to the ratio ' 


of cellular to extracellular brain water and 
related to the rise in brain carbonic anhy- 
drase with age and a reciprocal fall in 
total brain, carbon dioxide(43) ; after ап 
initial rise, the brain cholinesterase falls 
again as the animal ages(44) ; and GABA 


. has an antagonistic effect on serotonin, at 


least in the, guinea pig ileum(45). 


PHARMACOLOGY 


Dilantin unlike Spirodone, Tridione or 
phenobarbital has mo effect on primary 
seizure foci but it, like Spirodone and phen- 


obarbital, does limit cortical spread of sei- 
ә 
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zures(46). Although Dilantin has ло efect 
on carbonic anhydrase, it has ar. additive 
effect with and is similar in raising thxesh- 
old in hyponatremic mice as the загропіс 
anhydrase inhibitor methazolamide’47). 
Dilantin, Thiantoin, Mesantoin, апа Tri- 


dione in chronic(48) and acute(42) coses : 


produces a reduction in brain acetylchcline. 
A single intravenous dose of Dentin has 
its maximum effect in 15-30 minates and 
then slowly falls off so that it is without 
effect after 8 hours(50). Diamox enters the 
brain first via the cerebrospinal fluid end is 
only later transported across the k-ood- 
brain-barrier(51). Brain carbone =nhy- 
drase may not be directly involved im the 
persistence of methazolamide’s anti-coavul- 
sant action(52). 


PATHOLOGY 


Several pathological reports azain stress 
the impo-tance of lesions in Ammon's horn 
or the “entorhinal” area in psyzhomotor 
epilepsies(53, 54, 55, 56, 57, 58, 59, 62) al- 
though it is not settled whether the Am- 
mon's horn lesions are primary or secondary 
(61). 


CLINICAL 


Mullàn and Penfield conclude that gen- 
erally, visual illusions or the sense of -amil- 
iarity arise from the minor temporal lobe 
while auditory illusions and a serse o fear 
may arise from either temporal lobe{ 62), 
Paroxysmal disturbances of body -mage 
may be associated with frontoparieto-tem- 
poral lesions on the minor sid2‘63‘. Ex- 
perimental "psychomotor" seizurss cin be 
elicited from stimulation of the ащеног or 
posterior limbic lobe(64). The preciss pat- 
tern of a focal motor seizure is determined 
partly by anatomical location of the focus 
(and this may be at a considerable distance 
to the motor area) and by the parameters 
of stimulation(65). Nocturnal seizurss are 
more frequently associated wih medio- 
basal hippocampal foci than foci over the 
convexity (66). There was a positive Zamily 
history in 12.5% of patients studied for a 
single seizure(67) and in 152 cf patients 
with petit mal or 9% with focel szizures 
(68). Based on the incidence cf e-ilepsy 
in Rochester, Minnesota, the estimated 
prevalence in the U. S. is 522,0C0— 757,000 


< 


Lo 


(69). The risk of having a “cryptogenic 
epileptic" child is increased in older pri- 
miparas(70). Four series(71, 72, 73, 74) 
reviewed 1,310 epilepsies of late onset. 
Convulsions in newborns(75) and cases 
with "hypsarrhythmia" (76) were reviewed ; 


5 both carry poor prognoses. The height of 


the fever rather than the rate of rise may 
be the important factor in febrile convul- 
sions(77). Antipyretics, particularly ami- 
dopyrine, may be aneleptic(78). Seizures 
may precede the diagnosis of brain tumor 
by many years(79). А number of cases of 
musicogenie epilepsy or related phenom- 
enon are reported ( 80, 81, 82, 83, 84) as are 
patients with .photosensitive epilepsy( 85, 
86). Five cases of “epileptic cephalea" are 
reported(87). Among reports of interesting 
cases of epilepsy are : 4 cases with paroxys- 
mal “hypersexuality” with temporal lobe 
foci(88), epilepsy in one Siamese twin 
(89), nystagm‘is associated with psycho- 
motor and focal seizures(90), familial epi- 
lepsy, albuminuria, and aminoaciduria(91), 
and familial epilepsy with aplasia of the 
corpus callosum(92). Differentiation Бе- 
tween “anoxic convulsions” and epilepsy 
in children(93], temporal lobe and petit 
mal epilepsy(94), hypoglycemia and epi- 
lepsy(95), and vestibular seizures due to 
temporal cortical foci and vestibulogenic 
seizures due to stimulation of vestibular 
nuclei(96) are discussed. There is a high 
correlation of breech deliveries with idio- 
pathic” epilepsy but not with epileptics 
having focal EEG abnormalities( 97). Some 
other correlations аге: 222 of 370 cases of 
cerebral palsy have convulsions(98) ; about 
50% of patients with cerebral abscesses de- 
velop convulsicns(99) ; 18% of children 
with supratentorial brain tumors(100) and 
16% of patients with glioblastomas(101) 


have convulsions as their initial symptom ;, 


convulsions may occur very early—7 weeks 
of age(102)—and are frequent in children 
with cerebral angiomatous malformations ; 
seizures are the initial symptoms in 44% 
of cases of porencephaly(103); 5.6% of 
cases of closed brain trauma develop epi- 
lepsy and this usually begins one-half to 
one year after the injury(104) ; 20% of pa- 
tients with hypertensive encephalopathy 
(105), 20% of patients with carotid insuff- 
ciency(106), about 4% of patients with con- 
' 
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genital or acquired ‘aortic stenosis( 107), 
and 552 of patients with spontaneous in- 
tracerebral hematomata(108) have seiz- 
ures; 95% of cases of Lissauers paresis 
(109) and 21% of patients with various 
types of neurosyphilis(110) have seizures ; 


convulsions are relatively common in сеге- . 


bral paragonimiasis(111), exanthema sub- 
itum(112), and during the acute stages 
of Western Equine encephalitis (but not 
as а late sequelae)(113); about 3-4% of 
children with seizures also have migraine 
(114) ; seizures are uncommon as a neuro- 
logical complication of leukemia(115) ; 
18.22 of patients with systemic lupus 
erythematosis have convulsions(116) ; 
18% of post-prefrontal lobotomy (Free- 
man and Watts) who are still alive 
have had convulsions(117) ; 6% of patients 
with acute intermittent porphyria present 
with seizures(118) ; convulsions occur in 
392 of cases with congenital toxoplasmosis 
(119) ; hyperinsulism though often thought 
of in the differential diagnosis of seizures, 
is actually the cause in less than 0.1%( 120); 
12% of cases of Coxsackie B in newborns 
have seizures(121); and 70£ of cases of 
idiopathic hypoparathyroidism and 65% of 
cases of pseudohypoparathyroidism have 
convulsions(122). Among the rare causes of 
seizures are instances of hyperserotonemia 
(123), a "cerebral salt-wasting" syndrome 
believed due to sustained inappropriate re- 
lease of antidiuretic hormone(124), py- 
ridoxine-dependency(125) and a retained 
intracranial sewing needle that had been 
used in an attempted infanticide(126). 


Epilepsy associated with menstruation, . 


pregnancy, puerperium or the menopause 
is discussed (127, 128, 129, 130) ; estrogens 
may increase irritable foci(131). A В-6 
deficiency may be the etiology of “rumfits” 
(132) ; 45% of epileptics are reported to 
have a B-6 deficiency(133). 

The value and dangers of pneumoen- 
cephalography in epilepties are discussed 


(134, 135, 136, 137). Epileptics have nor- * 


mal cerebrospinal fluid transaminase( 138), 
cholesterol and cholesterol esters(139), and 
total calcium, chloride, potassium, sodium, 
magnesium, and inorganic phosphorus 


[Jan. M 
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(140). Decrease serum mucoproteins may .. 


be found in patients with progressive fa- 


milial myoclonic epilepsy(141). Many epi- : 
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= leptics have hyperactive thermal vestibular 


responses (142). 


TREATMENT 


New anticonvulsant drugs are: indoly- 
ethylpyridines which may act like serotonin 
(143); ethchlorvynol, a tertiary alcohol 
(144) ; Phenaglycodal, a substituted ethyl- 
ene glycol(145) ; Elipten, а glutaride(146, 
147); quinacrine and сЫогодате( 148, 
149); РМ 671(150) and PM 680(151), 
new succinamides ; Ethoxzolamide, a car- 
bonic anhydrase inhibitor(152) ; and Ny- 
drane, a benzylamide(153). Results with 
Celontin(154), Trinuride(155), Hibicon 
(156), meprobamate(157, 158), ketogenic 
diet(159, 160), Diamox(161, 162), Dexa- 
drine(163, 164), intravenous Xylocaine 
(165, 166), intravenous Dilantin(167), tu- 
bocurarine (for status)(168), and thymus 
extracts(169), are reviewed. The use of 
ipronazid is suggested(170, 171) which is 
interesting in light of convulsions being one 
of its known side effects. ACTH is of value 
in the treatment of “Gibbs hypsarrhythmia" 
(172, 173, 174). 

Toxic effects of Dilantin are reported as 
not being seen when the blood levels are 
less than 30 micrograms/ml.(175). Megal- 
oblastic anemias due to some anticonvul- 
sants are associated with normal serum 
B-12 levels( 176) and normal absorption of 
folic acid(177); Dilantin may produce 
meningismus and а cerebrospinal fluid 
pleocytosis( 178) or a parenchymatous cere- 
bellar degeneration(179) ; Mesantoin may 
produce a clinical picture resembling in- 
fectious mononucleosis but without а 


" raised heterophile titer(180) ; anticonvul- 


sant drugs may mimic malignant lymphomas 
clinically and pathologically(181) ; Para- 
dione(182) or Tridione(183) may cause a 
nephrosis; Mesantoin was considered re- 
sponsible for the aplastic anemia in 3 out 
of 89 сазез(184, 185); experimentally, 
meprobamate may produce seizures after 
withdrawal(186); cessation of- prolonged 
induced sleep for the treatment: of mental 
disorder has been followed by withdrawal 
convulsions(187). Among unexpected side 
effects of some anticonvulsants are: de- 
creased typhoid agglutination titers after 
the administration of some barbiturates 
(188), an antithyroid aotivity of thiohyd- 
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antoins(189), and a lowered oxygen con- 
sumption after administration of Diamox 
which is taken as evidence of antithvroid 
aotivity(190). Small doses of various phen- 
othiazines given for a short period of time . 
can produce “seizures”(191, 192, 133, 194) 


although these actually may be acute dy- . ' 


stonias rather than epileptic seizures. In 
regard to the treatment of the various 
toxic conditions, antihistamines are report- 
ed again to be without value in Dilentin- 
induced gingival hyperplasia(195), :ntra- 
venous Tridione relieves seizures associated 
with severe Dilantin intoxication( 196), and 
hemodialysis has been used successfully in 
the treatment of extreme Dilantin poison- 
ing( 197), 

The results of hemispherectomy( 198, 
199) and electropallidoanostomy(200) are 
reported. A number of papers Ciscuss the 
surgical treatment of temporal lobe 
epilepsy(54, 58, 59, 201, 202). There is 
frequently an improvement of the person- 
ality along with improvement of the sei- 
zures, particularly in patients wita ázgres- 
sive tendencies. 


PSYCHOLOGY AND SOCIOLOGY 


The nature of epileptic interference with 
psychic function has been studied experi- 
mentally( 203, 204). Certain psvchological 
characteristics of epileptics are examined 
(205, 206, 207, 208, 209, 210). There may 
be greater disturbance in vocakularv than 
with abstract ability regardless of which 
temporal lobe is involved in psychomotor 
epilepsy(211). No changes in zeneral in- 
telligence or learning after tempcral lobec- 
tomy on the nondominant side has been 
found in contrast to a decrease in auditory 
verbal learning ability if the dominant 
lobe was involved(212). Some psychologi- 
cal factors involved in bizar-e seizures 
(213), the occurrence of autoscopiz phe- 
nomena in some: epileptic attacks( 214), 
the value of recall during sodium amytal 
interview as a diagnostic aid in seizures 
(215) and the value of group meetngs of 
families of epileptics(216) is considered. 

The English laws regarding epilepsy and 
annulment of marriage(217) and some 
medico-legal aspects of epilepsy in the U. S. 
(218) are discussed. Of Norway's 20,000 
epileptics, 502 are workinz(2:9). In the 


" 
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Mayo Clinic's series of epileptics, 19% have 
made “superior” adjustments, 68% are self- 
supporting, 9$ are partially dependent, and 
4% are totally dependent ; adjustment is not 
altered by type, frequency or duration of 
séizures(220). Exception has been taken 


' . to the admission of two more persons into 


the club of famous epileptics, Emperor 
Caligula(221) and St. Paul(222). 
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PSYCHIATRIC SOCIAL WORK 


MARGARET L. NEWCOMB ! 


Psychiatric Social Work continues to 
extend significantly, its services in the field 
of mental health, and to clarify and define 
areas of practice through experience and 
study. These areas range from the con- 
ceptualized roles in working with mentally 
disturbed patients in individual treatment, 
to leadership as consultants and directors 
in the development of broad mental health 
programs for prevention and treatment. 
Throughout, the patient is envisioned as a 
family member in a social community. 
Thus, in keeping with the interest of this 
profession in treatment of psychiatric mal- 
adjustment as well as in the prevention of 
illness, the roles now extend from that of 
casework therapist to community organizer 
for mental health. 

Two areas within which psychiatric 
social work is progressing rapidly, are 
group therapy and social research. After 
years of training with ‘psychiatrists in 


1 Chief, Social Work Service, VA Hospital, Boston 
30, Mass. 


group dynamics, beginning as members of 
a group, then as observers, co-leaders, and 
leaders with psychiatric consultation, work- 
ers have gained confidence in dealing with 
complex multiple transference and counter- 
transference elements. They now are able 
to facilitate group movement for more 
adequate social readjustment. The limited 
number of psychiatric social workers in 
relation to the current demand within the 
rapidly mushrooming mental health pro- 
grams is giving impetus to the use of group 
process. The skilful application of the 
techniques of group dynamics enables each 
worker to make better use of himself as a 
catalyst, not only in work with patients 
toward health, but also in such roles аз 
consultant or mental health organizer, in 
motivating groups to work together for 
community 'programs(1). 

The responsibility of a professional group 
to test the effectiveness of the underlying 
principles and techniques of its accepted 
practice, is now being assumed more active- 
ly. Supplementary advanced training in 


United Kingdom, 


`+ 1960] 


research methods is available through in- 
service training, post graduate third year 


' апа” doctoral levels. Social workers are 


participating in the varied research projects 
of many psychiatric clinics and hospitals in 
collaboration with psychiatrists, psychol- 
ogists and members of other disciplines. 
Follow up studies evaluate the social re- 
adjustment of specialized patient groups 
selected frequently either by diagnostic or 
treatment categories. Research concerning 
the professional practice of psychiatric 
social work, itself, also is being conducted. 
The many intangibles and variables present 
in multiple human,reactions create obvious 


difficulties for objective study which, we’ 


hope, will be surmountable. Through struc- 
tured research design, the purpose is the 
isolation and testing of certain basic con- 
cepts underlying interpersonal therapeutic 
casework relationships to enhance and im- 
prove practice. 

Because of the continuously increasing 


— demand for professionally trained psychi- 
atric social workers in comparison with 


the existing supply, present practice and 
training are being thoroughly examined in 
all dimensions. The curriculum of both 
undergraduate and graduate programs is 
being reviewed. What social work content 
can be taught in undergraduate colleges ? 
Can areas of practice be specifically defined 
for different levels of training for social 
work aides, technicians, and social workers ? 
How would social work content introduced 
to the undergraduate affect academic train- 
ing of the graduate student? — 

Concurrent with this examination has 
been the analysis of the content taught for 
the Master's degree in social work for the 
"specializations" such as psychiatrie and 
medical As a result, the content formexly 
taught primarily to psychiatric social work- 
ers will be taught for the most part, in the 
general curriculum in the 49 approved 
schools. 


Schools wishing to give more intensive prepa- 
ration for this field of practice will place 
special emphasis on the modification of social 
casework or social group work in the psychi- 
atric setting; the working relationship with 
other members of the psychiatric team ; the 
import of the psychiatrie diagnosis of the 
patient and his family ; and a detailed knowl- 
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edge of the community’s provisions for the 
care and treatment of the mentally ill(2}. 


It was estimated in 1946, when the Na- 
tional Mental Health Act was passed that 


there would be a need for approximately · 


15,000 psychiatric social workers to provide 


necessary services in clinics and hospitals. 


Consistent. with the effort to -пее- the 
existing unfilled positions throughout the 
United States, especially for stace mental 
Hospitals, vigorous recruitment efforis are 
currently under way. Undergracuate stu- 
dents, usually majoring in sociology ог 
psychology are supervised as case a:ds to 
interest them in entering the fiekd. Career 
programs with paid summer field work have 
been initiated. Lectures, discussion groups 
and literature are some of the methods 
utilized in this intensive effort to recruit. 
It was estimated by the Council of Social 


. Work Education that the number cf stu- 
dents enrolled in the psychiatric programs 


of the schools of .social work fcr the 
academic year 1958-1959 was 1,062, more 
than a two-thirds increase from the 305 
enrolled in 1947. The Federal Scholerships 
Program has been a large factcr in stim- 
ulating interest and enabling qualified 
people to enter the profession. 

The following two manuscripts are sug- 
gested as important presentations >f the 
progress of psychiatric social wo-k: 1. The 
comprehensive study prepared for pub- 
lication in the Social Work Yearbook, on 
Psychiatric Social Work, by Daniel E. 
O'Keefe, covers the growth, develcpment 
and the current trends of this “special- 
ization," including professionai education, 
the professional association—the National 
Association of Social Workers, and the 


stimulus of the Mental Health Grants Pro- 


gram of the National Institute of Mental 
Health. 

2. An Institute in teaching methods' for 
faculty members of all schools having psy- 
chiatric social service programs was held in 
1957, with Charlotte Towle, Leader. The 
Proceedings of this Institute, ertitled “The 
Case Method in Teaching Social Work,” 


was published in 1959. It deals with basic. : 


assumptions of professional education and 


the use of the case material for classroom ` 


and field work instruction(3). 
Further experience and study will pro- 


* 
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duce additional erystalization of practice. 
Ás increased identity as a profession is 
achieved, proportionate gains in the value 
of the unique contributions of psychiatric 
- social workers will be noted in the field 
. of mental health. 
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MENTAL HEALTH IN EDUCATION 


í W. CARLSON RYAN, Рн.Ю.! 


Educators belong in the mental health 
group, says the World Health Organization 
in a recent report : 


Children are entrusted to their care for ten to 
twelve years—the most essential, perhaps, of 
their lives. Psychological insight is necessary 
to deal with the different personalities to be 
found in a classroom, and the various diff- 
culties they experience in learning and in be- 
having in a social group(1). . 


And Dana L. Farnsworth says : 


If teachers and administrative officers convey 
attitudes of friendliness, warmth, and insist- 
ence on basic integrity and high intellectual 
standards to their students the quality of 
each individual's experience in college is quite 
different from that of the student who feels 
that his instructors are aloof, impatient of him, 
and interested only in their subject and pri- 
vate affairs(2). 


Moreover, as Dr. R. H. Felix, Director of 
the National Institute of Mental Health, 
United States Public Health Service, points 
out, "the growing interest of educators 
in the mental health aspects of their work 
has led to а marked increase in research 
and program development in this field" (3). 
The studies that have been made, he says, 
suggest also that perhaps we need to broad- 
en our outlook to include, along with other 
factors, study of the school as a social 
. System which affects the mental health 

'of children. "This means," Dr. Felix adds, 
"that we must investigate the effects on 
children of such aspects of the overall 
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school program as its organization and ad- 
ministration, the relationships among the 
school staff (including non-teaching staff), 
varying perceptions of staff roles, and meth- 
ods of staff communication." 

Dr. Felix stresses Ше necessity for em- 
phasis on "positive mental health, on the 
preservation and promotion of the health 
of all the children in the school" He notes 
that since the end of World War II school 
systems have become one of the largest 
employers of mental health personnel ; also 
that at the same time the mental health 
professions have been intensifying their 
interest in schools as a vital place to study 
the development of children and new ways 
of reaching them before they develop 
serious problems. "What happens to a 
child in school helps to determine how he 
will be able to meet the stresses and de- 
mands of life." 

To what extent are mental hygiene serv- 
ices provided for children in public and 
private schools ? Dr. David Abrahamsen, 
consultant for the New York State Depart- 


-ment of Mental Hygiene, who has studied 


both types of schools since 1955, concludes 
in his 1959 report that "relatively speaking, 
private schools show a greater number of 
emotionally disturbed children than do 
public schools" (4). He points out, how- 
ever, that the private schools have better 
access to psychiatric help, primarily because 
their children are of a higher economic 
status, While the public schools have only 
one psychiatrist for every 50,000 children, 
one psychologist for every 11,000, and 
one psychiatric social worker for every 


г 


у 
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38,500, the private schools have one psy- 
chiatrist for every 2500 children, one psy- 
chologist for every 950, and one psychiatric 
social worker for every 11,000. "With re- 
spect to mental hygiene facilities," he says, 
"publie elementary and secondary schools 
do not compare favorably with private 
schools, though the latter, too, fall short 
of their needs.” And he adds: "A child 
learns when he is emotionally happy ; it is 
this happiness that every educator, whether 
he is in a private of a public school, has to 
further." 

Considerable attention has been given 
recently to emotional pressures on teachers. 
While workers in business and industry 
have secured a 40-hour week, Louis Kaplan 
points out in his recent book, and are con- 
templating even a further reduction in 
working hours, teachers spend from 45 to 52 
hours per week on their jobs or in job- 
related activities. Moreover, this author 
adds, "not only do teachers work longer 
hours than most wage-earners, they are 


' under constant emotional pressure. Classes 


are large, and there is hardly a moment of 
the day when the teacher is free from 
children” (5). 

Special attention has been given recently 
to mental health as part of the preparation 
of other professional workers besides those 
in education. Mental health in professional 
education is one of the projects specifically 
designated for World Mental Health Year, 
1960, and a preliminary report on the sub- 
ject was presented to the World Federation 


for Mental Health at the meeting held in . 


Barcelona, Spain, in the summer of 1959. 
This report indicated a growing concern 
for mental hygiene as part of the prepar- 
ation of professional workers in all fields— 
medicine, dentistry, public health, nursing, 
social work, law, ministry, business, and 
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other fields, аз well as education. At the 
Harvard University Medical болоо] stu- 
dents have a one-year course in “Growth 
and Development," covering both somatic 
and psychological aspects. Mentzlhealth is ' 
also represented in a Harvard prcgram for 
the education of “community healtn special- ' 
ists.” Another area where there have been 
significant developments in mental health 
education is that of the church arc religion. 
Colgate-Rochester Divinity Schccl, for ex- 
ample, has an arrangement whereby the 
school shares the expense of a hospital 
chaplain trained in mental һурепе who 
gives а course in clinical trainirg during 
the academic year and a summer course at 
the hospital. An example of mentzl hygiene 
in legal education is that of the University 
of Oklahoma, where the instructo: in crim- 
inal law makes regular use of the Central 
State Hospital in instructing law school 
students. The report at Barcelona character- 
ized mental hygiene instruction a: essential 
in professional education today, concluding 
that "unless the professional schools recog- 
nize this and incorporate mental Теа into 
their programs they cannot prepare ade- 
quately for professions ir the modern 
world." 


BIBLIOGRAPHY 


1. World Health: May-June 1959 (Spe- 
cial issue on mental health). 

2. Farnsworth, Dana L.: Mental Hygiene, 
43 : 568-76, Oct. 1959. 

3. Felix, Robert H.: Foreworc to Basic 
Approaches to Mental Health. Washington, 
D. С,: American Personnel and Guidance 
Association, 1959. 

4. Abrahamsen, David: Menta. Hygiene, 
43: 281, April 1959. 

5. Kaplan, Louis: Mental Heaita and Hu- 
man Relations in.Education. New Work: Har- 
per & Brothers, 1959. 


PSYCHIATRIC NURSING. 
MARY F. LISTON, R.N.: 


Considerable progress continues in psy- 
chiatric nursing with emphasis on the ap- 


plication of clinical skills in psychiatric 
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nursing practice, the study of osychiatric 
nursing content in the basic nursing cur- 
riculum, the improvement of nursing serv- 
ices and in the educationa! preparation of 
psychiatric aides. 
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The Council on Psychiatric and Mental 
Health Nursing program meeting at the 
National League for Nursing Biennial Con- 

verition in May 1959 was devoted to a pre- 
` sentation of three papers concerned with 


. nurse-patient interaction in clinical psychi- 


atric nursing( 1}. In a second session at the 
convention the council members discussed 
the preparation of psychiatric aides(2). 
Panel participants included psychiatric 
nurses and a psychiatric aide. 

À review of the Council Newsletter items 
on the activities of state and local councils 
indicate а wide range of interests and ac- 
tivities for cotincil members. Topics in- 
cluded for discussion and workshop ses- 
sions were remotivation, followup care of 
discharged patients, education of psychi- 
atric aides, community mental health re- 
sources, integration of mental health con- 
cepts in the basic nursing curriculum, spe- 
cial clinical problems in psychiatric nursing, 
improved communication between nursing 
service and nursing education, the care of 
the psychiatric patient in. the general hos- 
pital and a wide range of other topics(3). 
А report "Sugzested Core Curriculum for 
Pre-Service Education of Practical Nurses 
and Psychiatric Attendent Nurses" has been 
issued by the Iater-Council Committee of 
the Councils on Psychiatric and Mental 
Health Nursing and Practical Nursing of 
the Michigan League for Nursing. 

The first afternoon session devoted ex- 
clusively to the presentation of papers on 
clinical psychiatric nursing at the annual 
American Psychiatric Association meeting 
in April 1959 was enthusiastically received 
by all present(4). 

. Nursing educators continue to focus on 
the identification and integration of mental 
health and psychiatric nursing concepts in 
the basic nursing curriculum. A project, 
financed by the National Institute of Mental 
Health and sponsored by the National 
League for Nursing, involving a series of 
five regional conferences and a national 
working conference concerned with the 
. , content and process of integration was con- 
cluded during the year. The reports of the 
regional conferences in this project have 
been published in "Concepts of the Behav- 
ioral Sciences in Basic Nursing Education" 
(5). The final report ‘of the working con- 


ference will be available early next year. 

The program of nursing service consul- 
tation of the National League for Nursing 
through the Department of Hospital Nurs- 
ing continues to implement an active pro- 
gram of consultation for the purpose of. 
improving patient care through the im- 
provement of nursing services. Initial visits 
were made to state and voluntary psychi- 
atric hospitals in Pennsylvania; followup 
visits to hospitals in the Rocky Mountain 
area. Two-day institutes for all nursing per- 
sonnel devoted to the subject of "Feelings 
and Attitudes in Psychiatric Patient Care" 
were held in conjunction with the followup 
visits. | 

Considerable attention has been directed 
toward the role of the public health nurse 
in the followup. care of the mentally ill. 
Áreas of special interest are the mental 
health training programs for publie health 
nurses(6) and the activities of the public 
health nurse in direct care of patients. The 
use of a part-time psychiatric consultant | 
and a full-time mental health nursing con- 
sultant in a visiting nurse service has prov- 
en very helpful to the nurses in working 
with emotionally ill patients in their case- 
load(7). Such opportunity has also given 
them increased appreciation of the mental 
health role of the nurse with all patients. 
А monograph "Released Mental Patients 
on Tranquilizing Drugs and the Public 
Health Nurse" presents an intensive study 
in the followup care of discharged patients 
(8). 

The educational preparation, functions 
and evaluation of the psychiatric aide con- 
tinues to Бе а focal area of interest for 
psychiatric nurses. The Correspondent, a 
newsletter published by the National 
League for Nursing on a subscription basis 
for psychiatric aides, attendants technicians . 
and practical nurses, has entered its second 
year(9). - 

Ап interesting study on the evaluation of 
the psychiatric aide indicates the need for 
careful use of rating tools. The authors 
suggest that "the use of an objective stand- 
ardized instrument for obtaining the obser- 


. vation of nurse supervisors is felt to be su- 


perior to the usual impressionistic methods 
in evaluating aide performance" (10, 11). 
The result of intensive investigation by а, 
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working committee of the National League 
for Nursing and extensive review by nurses 
and their co-workers throughout the coun- 
try culminated in the publication “Sug- 
gestions for Experimentation in the Educa- 
tion of Psychiatric Aides”(12). This mate- 
rial should prove useful to nurses interested 
in experimenting with preservice programs 
for aides as well as for on-the-job training 
and inservice programs. 

The Seminar Project for Teachers of 
Psychiatric Aides supported by the National 
Institute of Mental Health and sponsored 
jointly by the American Psychiatric Associ- 
ation and the National League for Nursing, 
has completed seminars in North and South 
Carolina. Thus far 114 nurses from these 
states have been enrolled in the seminars 
designed to improve the inservice educa- 
tion for aides. During the coming year 
seminars will be conducted in Arkansas and 
Tennessee and a final evaluation of the 
project will be completed in September 
1960. 

At the APA Mental Hospitals Institute 
in October 1958, the Training of Ward 
Personnel(13) was discussed. Considerable 
interest was indicated in the role expecta- 
tions various co-workers have for aides. 
Several illustrations of aide training pro- 
grams in state and other psychiatric hos- 
pitals were described. 

Psychiatric nurses are vitally concerned 
with the application of clinical skills in psy- 
chiatric nursing practice. Emphasis has 
been placed on the roles of mothering, 
listening and playing in the nursing care 
of a child hospitalized in a psychosomatic 
unit of a hospital(14). The nurse’s skill 


- and ability in working with patients ex- 


pressing characteristics of hopelessness and 
aggressive behavior will have great mean- 
ing for hospitalized patients(15, 16). Pa- 
tients with special nursing problems such 
as the geriatric patient offer great challenge 
to all personnel in psychiatric nursing(17). 

In a discussion of the psychiatric nurse’s 
relationship with the patient, Farrar states 
“a prime requisite as being tolerant adapt- 
ability to all sorts and conditions. Tolerant 
adaptability with the purpose of engaging 
patient’s trust and cooperation, of relieving 
symptoms and even, if possible, modifying 


unwholesome attitudes”(18). The import-. 
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ance of all psychiatric team members work- 
ing toward the common goal of improved 
patient care is stressed in a discussion of the 
working partnership of the psychiatrist and 
the nurse(19). . р 

Changing patterns and philosophy 'of 
psychiatric care have fostered the need. ' 
for new roles for nursing personnel(20). 
Nurses are becoming effectively involved 
as leaders in group psychotherapy in se- 
lected settings(21). 

Continuing interest has been focusssd on 
the role and function of the clinical spe- 
cialist in psychiatric nursing(22). The in- 
teraction between patients and nursirg per- 
sonnel with emphasis on a method for study 
of the process has been an additional area 
of concern(23). 

Psychiatric nurses bave indicated through 
their group activities, publications and re- 
search studies the need to further clarify 
and define the role of the nurse in psychi- 
atric settings and the role of the nurse in 
the care of the discharged psychiatric pa- 
tient. Much has been accomplished, but 
there are many areas in need of continu- 
ing investigation and study. 
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FAMILY CARE AND OUTPATIENT PSYCHIATRY 


WALTER E. BARTON, M.D.1 


FAMILY CARE 


Family Care continues to show a steady 
growth. (Table 1) in the United States. 


TABLE I 


PATIENTS IN FAMILY CARE IN THE UNITED 
STATES AS OF JUNE 30, 1959 





АП Mentally Ш 

Patients Only 
New York 2,747 1,834 
California 1,416 939 
Michigan 1,155 810 
Pennsylvania 1,031 
Illinois 1,044 809 
Ohio 965 490 
Veterans Administration 910° 910 
New Jersey 490 462 
Maryland 489 392 
Rhode Island 262 
Massachusetts 221 184 
Connecticut 55х 
Virginia - 13 8 
Florida 12 12 
Idaho 6 4 

10,816 6,854 
1958 9,313 
1951 4,937 


* As of December 31, 1958 
_xAs of June 30, 1958 


Two new states appear on the list for the 
: first time, (N. J. and Idaho.) New Jersey 


1 Superintendent, Boston State Hospital, Boston, 
Mass. 


has one of the larger programs and has been 
making placements for 8 years. As in most 
states, more rapid program development 
could occur if trained social workers and 
financial support for expansion were avail- 
able. Idaho is sponsoring a demonstration 
of the use of family care in an area with 
limited mental health resources. Selection 
and placement of patients is from those 
believed most likely to become self support- 
ing. 
Ullmann(1l) studied 191 family care 
placements and found that 2/3 of the 
patients so treated continued to live out- 
side of the hospital well over a year after 
placement. The number of years spent in 
the hospital, the type of ward and the 
number of previous admissions were factors . 
significantly related to outcome. 

Sixteen family care workers(2) were 
able to predict the probable outcome of 
64 family care placements from abstracts 
prepared by social workers. Another study 
(3) compared a family care group of 45 
patients with 57 patients released to the 
community through trial visit procedure. 

Even though the family care group 
seemed to have a lower potential for living 
outside the hospital, they remained out of 
the hospital in the same proportion as did 
those released on trial visit status. The 
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attributes of a good family care home were 
investigated(6). The most significant find- 
ing was the favorable influence of a male 
in the home. Not only is the good caretaker 
a good mother but it is a better home for 
patients when there is a "good father," 
or "benevolent parental figures." 

Cummings(4) says the placement of 
patients on trial visit in foster homes is an 
intermediary or last step for patients who 
are considered able to live outside the hos- 
pital but are not adequate or ready for com- 
plete independence. 

Kirkpatrick(7) indicates with the present 


. focus on an "open door policy, family 


care is another valuable step in giving 
patients an opportunity to find greater 
self direction. 

North Carolina(8) has moved 900 for- 
mer mental patients from institutions to join 
5,000 elderly who live in 352 private board- 


' ing homes. The Austin (Texas) State Hos- 


pital(9), also attempted to reduce over- 
crowding among its patients 60 years and 
older by placing 806 patients in nursing 
homes, supervised by a hospital clinic 
team that spends a half day a week in the 
field. i 


OUTPATIENT PSYCHIATRY 


The year's most exciting development in 
outpatient psychiatry has been the report 
of the Worthing Experiment from England 
(1, 2, 3). Admissions to mental hospitals 
increased markedly and serious over- 
crowding resulted in England as it has 
in the United States. The Graylingwell 
Hospital in Chichester developed its Ex- 
periment in Worthing, a city of 160,000 
people located 22 miles distant from the 
hospital. The Worthing psychiatrie service 
consists of an outpatient department in the 
general hospital and three units in another 
building located in а residential area. These 
units are a day hospital, and outpatient 
treatment service, and a home visiting serv- 


. ice. Over 1/3 of all initial contacts with 


patients were made in the home. At the end 
of 2 years, 71% of the Graylingwell Hos- 
pital's admission district was included in the 
experimental population. 

Admissions from the Worthing area 
dropped by 61.72 and the drop from the 
total admission district was 43.5%. Ad- 
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missions among the eldexly fell by 517 and 
there was a reduction of patients ir: hos- 
pital residence of about 107. 

. The senior psychiatric staff of the Map- 
perly Mental Hospital (Nottingaam, Eug- ' 
land). spend over half their time ir out- . 
patient work(4). The integration of these 
clinies with the local health authorit; was 
achieved by pooling steff personnel. A fea- 
ture of this outstanding and comprehensive 
community mental health service is = joint 
pre-admission visit paid to the horse of 
a patient by the psychiatrist and a social 
worker. Such visits are made routinely in 
all patients appealing юг’ help wh» are 
65 years of age. 

Mandelbrote(5) emphasizes the need for 
"education of the community tcwarc rec- 
ognition and tolerance of menzal illness, 
and the early réferral of psychiatric prob- 
lems through the proper training of general 
practitioners and health visitors." O€ 288 
patients visited in their homes, 50% recuired 
hospital admission. 

Boaro(6) describes zhe division cf the 
city of Amsterdam (900,000 роз.) into 6 
regions serviced by 12 5sychiatrists аса 25 
nurse-social workers to give community 
psychiatric service 24 hours a day. Two 
hundred and fifty inquiries are answered 
daily and care is provided for 3,000 patients 
living in the community. Helsinxi(7; also 
provides home visiting services after 
O. P. D. treatment. Regional health units 
with outpatient clinics, day and nigh- hos- 
pital, family care and sheltered workshops, 
have been established in Nigeria amd in 
South Africa(8). 

А psychiatric emergency ѕегуіее(9) 
operating 24 hours a day with no waiting 
for help, gave service tc 1,816 new patents 
in 6 months in the Bronx, М. Y. Onl- 10% 
were sent to longterm psychotherapy. Im- 
mediate consultation was available for 
social agencies. 

Simultaneous treatment( 10), of 20 zchiz- 
ophrenic patients and the members of their 
families as outpatients proved successful 


in 80% of the cases. When family meribers .. 


did not appear, the patients condition 
deteriorated and often necessitated hos- 
pitalization. 

Psychiatric outpatient clinics are not 
possible in thinly populated areas. As а 
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consequence of distance, the further a pa- 
tient lives from a treatment facility, the 
more disturbed he has to be before he gets 
help. Smith ала Witson(11) attempted to 
` meet this problem by training general 
practitioners to use their offices as out- 
patient clinics. Fourteen days of planned 
instruction in а year made this possible. 

Brief psychotherapy may be the treat- 
ment of choice in an outpatient clinic, 
rather than ax. expedient, when criteria for 
selection of cases are carefully applied, 
according to Visher(12). 

А study of the fate of psychiatric clinic 
patients( 13) points up the failure of many 
patients to accept psychotherapy when it 
is made available and the relatively poor 
results of psychotherapy in patients who 
do accept it. The Phipps Clinic saw 3,413 
new outpatients and referred 17% to in- 
dividual psychotherapy and 10% to group 
psychotherapy. Thirty-five percent failed to 
accept it when available. Three of every 
4 patients who began psychotherapy 
stopped coming without discussing this 
step. Maximum benefit was obtained by 
only 9% of those referred for psychotherapy. 

The planned flow of patients with psy- 
chiatric illness through community re- 
sources is advocated by Greving(14) to 
reduce the need for mental hospital care 
and to conserve scarce professional service. 
Outpatient clinics should, in this view, 
accept only the more seriously ill who are 
harmful to self, family or community. Ex- 
panded counselling service may then handle 
minor problems that form a large proportion 
of clinic admissions. 
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FORENSIC PSYCHIATRY 


WINFRED OVERHOLSER, M.D.i 


Once again, the periodical literature on 
forensic psychiatry seems to lay emphasis 
on the criminal aspects of the law. Watson 
(1) gives an extended study of the after- 
math of the Durham case and some of the 
subsequent decisions of the District of 
Columbia Court of Appeals amplifying and 
clarifying the “product” test of criminal 
responsibility. He concludes that psychi- 
atrists have failed to use the new rule for 
its intended purpose, namely to explain 
the way in which mental illness caused 
the defendant to commit the act alleged. 
An unsigned note in the Colorado Law 
Review(2) considers the Durham Rule a 
decided improvement, and comments that it 
proves that the prevailing “tests” can be 
modified and broadened “without disastrous 
consequences.” Lord Keith(3) makes some 
observations on the Scottish doctrine of 
diminished responsibility, recently adopted 
in the English Homicide Act. He states 
that under this doctrine the status of the 
psychopath is not clear, and he speaks of 
Denmark, Sweden, and Netherlands as hav- 
ing a more scientific approach to that prob- 
lem. An article by Manson(4) takes up the 
recently enunciated military principle . of 
lack of mental capacity to intend as distin- 
guished from mental irresponsibility as 
defined in the Manual of Courts Martial. 
Apparently, he says, the courts are inter- 
ested in the evidence, not in the nomen- 
clature of mental disorder, and he warns 
against codifying medical beliefs into law. 

Gibbens, Pond, and Stafford-Clark( 5) 
report a followup (1948-1957) of 72 crim- 
inal psychopaths,. comparing them with 59 


16. Elizabeths Hospital, Washington, D. C. 


controls. Only 18 of 105 subsecuent con- 
victions were for aggressive crimes. They 
give as their opinion that the diagnos.s does 
not portend so hopeless a progmosi: as is 
generally implied. Kozol(6) discusses the 
psychopath before the law. n new Mas- 
sachusetts commitment law recogaizes char- 
acter disorder as a ground for ccmmiiment 
to a mental hospital. Mental illness should 
not be considered as synonyrnou; only 
with psychosis, Kozol says. Harder(7) re- 
views 860 defendants examined at the 
Rheinau hospital in Switzerland . 43% were 
diagnosed as psychopathic persoaalizy with 
or without mental defect, whereas only 
6.4% were considered schizophren:c! Of 
the group 20% were considered r2sponsible, 
8% not responsible, and 71% of dim nished 
responsibility. Tuchler(8) discisses psy- 
chiatry and criminalistics. He emphasizes 
the need of each discipline te translate 
scientific data into everyday language. · 
In the field of testimony, Davidson(9) 
deals with testimonial capacity. Taere is 
no single test for measuring -t. he says; 
the psychiatrists clinical judgment is still 
the best instrument. Orenstein 101, in a 
symposium on forensic medicine, d:scusses 
the credibility of the witness. He po.nts out 
that although the psychiatrist cen Бе help- 
ful in establishing credibility, his services 
are limited on account of legal procedure. 
Freedman(11) deals with plarmacody- 
namics and psychiatric investization. Не. 
remarks that "truth serums" s-imulate the 
unrepressed expression not only of lact but 
of fancy and suggestion as well, so that 
they are actually not “truth sezams” at all. 
Guttmacher(12) discusses psychiatric court 
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clinics, advocating more accent on therapy 
rather than limiting their function to diag- 
nosis and disposition. Everett and Suitt(13) 
treat the evolution of bench consultation. 
‘ The expert, they say, must have some 
. knowledge of the germane legal issues, and 

of the relevance of the psychiatric evidence 

to the legal problems involved. Kreutzer 
(14) makes a thorough analysis of the 
Briggs Law of Massachusetts. He concludes 
that it is a fundamental part of the adminis- 
tration of criminal justice in that State. Don- 
nelly, Edgren, Satter and Ryan(15) present 
the results of a joint social-psychiatric-legal 
counselling service set up in Hartford on an 
experimenta] basis two years ago. Stern 
(16) presents a scholarly essay on the prob- 
lem of privilege. He expresses the hope 
that eventually privilege may rest on a 
sound principle as a sole criterion, namely 
possible harm to the patient. 

Usdin(17) discusses testamentary capa- 
city, reviewing the psychiatric problems in- 
volved. He notes that as yet there is no 
place for legal recognition of the impact 
of the unconscious on human behavior in 
this field. 

Ross(18) presents another in his series of 
studies on the ccmmitment of the mentally 
ill, this time on problems of law and policy. 
Most of the statutes are not in general 
policy agreement, and apparently some 
basic questions have not even been con- 
sidered. His article includes a state-by-state 
synopsis of laws on such topics as notice 
hearing, jury trial, and justification for 
commitment. Davidson(19), in a chapter 
of the American Handbook of Psychiatry, 
deals with the commitment procedures and 
their legal implications. Another lengthy 
article, this time by student editors ( Bruc- 
ken, Genger, Rice, Shaevsky, Slye and 
Volpe)(20) deals with mental illness and 
contracts. The authors conclude that the 
tests for inability to contract have been 
basically the same for centuries, unin- 
fluenced by advances in psychiatry. 

In a more general field, Overholser(21) 
. deals with major principles of forensic psy- 
chiatry. 

In a symposium on criminal justice, Roche 
(22) discusses criminal responsibility and 
mental disease. He advocates the Durham 
rule as providing the largest range to the 
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psychiatrist in being of use to the court. An 
unsigned note in the Yale Law Journal(23) 
considers the release of defendants who 
have been committed to а mental hospital 
following acquittal by reason of insanity. 
The note recommends a board of psychi- 
atrists, lawyers and members. of the com- 
munity at large to pass on such releases. 
Goodman(24) discusses legal inertia as 
exemplified in the “almost contemptuous 
disregard” with which several courts have 
cast aside suggestions that the Durham rule 
should be adopted. Diamond(25) in a 
thoughtful editorial deals with the “fallacy” 
of the impartial expert. 

Most of the state legislatures met this 
year. In the spate of legislation, very few 
laws relative to mental health seem to have 
been passed. Iowa(26) modernized the 
terminology of mental health, substituting, 
for example, “mentally ill” for “insane.” 
New York(27) authorized its directors of 
State hospitals to establish sheltered work- 
shops on the grounds of the hospitals. 
Several more States have adopted the inter- 
state compact, among them Missouri, North 
Carolina, South Carolina and Vermont. 
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ADMINISTRATIVE PSYCHIATRY 
J. MARTIN MYERS, M.D., ann LAUREN H. SMITH, M.D.! · 


Psychiatrists, physicians, and the general 
publie continue to press for greater diver- 
sification of psychiatric facilities to provide 
a type of longitudinal patient care having 
a flexibility and selectivity little known a 
few years ago. The existence of large state 
hospitals isolated from the rest of the medi- 
cal and social community can only be 
viewed as a poor answer to any psychiatric 


. problem other than for domiciliary care of 


persons rejected by society and medicine. 
Indeed they are obsolescent(16). The de- 
velopment of comprehensive psychiatric 
community services may be based on the 
mental hospital and involve the setting up 
of outpatient clinics, day and night centers. 
Mandelbrote has pointed out the impor- 
tance of educating the community towards 
recognition and tolerance of mental illness 
and of training the family doctors and pub- 
lic health officers in order to facilitate early 
referral and continuity of treatment(32). 

The psychiatric hospital of the future is 
pictured as the headquarters and training 
and research center for the local mental 
health organization with only a small resi- 
dential unit for special treatment. As many 
patients as possible would be treated in 
outpatient clinics or wards of a general 
hospital. The mentally disordered criminal 
should be treated in a separate unit(38). 
The younger long-term care patients, of 
whom the great bulk will be schizophrenic, 
will live in groups and to a large extent 
look after themselves(9). In New York 


' lPennsylvania Hospital, 11 М. 49th St, Philadel- 
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State, certain statistical trends which show 
a marked increase in geriatric psychiatry, 
a marked increase in child psychiatry, plus 
a change in the composition of the popula- 
tion in the institutions as turnover of pa- 
tients increases, produce a net tendency to 
an increase of dependency and handicap 
in the residual hospital population; Brill 
and Patton conclude this will mean fewer 
working patients and the need of more 
skilled and more efficient paid employees 
(5). 

The Health Minister of Ontario оша 
segregate "hopelessly ill mental patients 
and develop diagnostic and treztment cen- 
ters in larger cities with sufficient staff to 
carry on outpatient, day саге, night care, 
and short term inpatient treatment; his 
mental hospitals would be units of 250 to 
300 beds with a staff particularly oriented 
to research in schizophrenia(l3). The 
South African National Council for Mental 
Health has developed a provisional plan for 
comprehensive community care(33). Pro. 
grams have been described as they have 
developed in New York State(14), Min- 
nesota(22), Eastern Kentucky(21). and 
Philadelphia(28). For those considering 
establishing a mental health unit, Hamo- 
vitch details the history of the formation of 
one noting certain principles in its estab- 
lishment(18). 

The usefulness of having psychiatrists. 
on call twenty-four hours a day is a well 
known advantage of Querido’s integrated 
Amsterdam plan(2). The Psychiatric Home 
Treatment Service of the Boston University 


‘School of Medicine provides emergency 
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treatment for those who refuse or are un- 
able to get to a hospital or clinic(35). By 
having a psvchiatrist immediately avail- 
able to see any emergency for brief therapy, 
less Шап 10% of the patients need referral 
. for prolonged treatment, and chronic pa- 

‘tients could be carried with less expendi. 
ture of time(7). 

In recent years there has been a tremen- 
dous growth in the use of the day hospital ; 
some of the types of setting, facilities, 
staffing, types of patient, and programs 
were summarized from the proceedings of 
the First National Day Hospital Confer- 
ence(16). Ewen Cameron described briefly 
how the program at Allen Memorial Hos- 
pital has been changed(6). Harrington and 
Mayer-Gross detail their several years ex- 
perience at Uffculme Day Hospital and rec- 
omend a maximum of 16 patients with no 
more than a few of them schizophrenics 
in order to maintain a cohesive therapeu- 
tic group(20). A review of the literature, 
as well as general English attitudes about 


day hospitals, is presented by Craft(8).. 


They have been found useful in the treat- 
ment of severely disturbed schizophrenic 
children, and greater development of them 


might decrease the inappropriate place- . 


ment of a large number of mentally ill 
children in residential centers(15). 

Bennett has reviewed the problems in 
establishing and maintaing psychiatric units 
in general hospitals with facts and figures 
for several(3). Details about the setting up 
of a small psychiatric inpatient service in a 
small rural general hospital were given by 
Adams, who commented on the advantages 
and disadvantages of such a program(1). 
The opening of а general hospital's closed 
ward did not require additional personnel 
nor modification of treatment and admission 
policies( 24). 

А brief overall impression of Soviet psy- 
chiatry is given by Lebensohn(27), while 
another author who visited a 2,220 bed 
mental hospital in Moscow expressed sur- 
prise to find “such fine hospital care” with 
. ап employee to patient ratio of one to one 

and a staff of 167 physicians of whom 105 
were psychiatrists(26). British psychiatry 
was reviewed by several (23, 37) : Beres- 
ford of the York Hetreat adds comments 
about the contrasting administrative prob- 
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lems of private and public hospitals, par- 
ticularly in regard to an open door policy 
(4) ; Paterson stated, ^ . . . . the improve- 
ments in therapy have been brought to the 
ordinary citizen to a far greater extent 
than would have been possible if it had 
not been for the National Health Service," 
and, "It is certainly true that any fears 
which might have been entertained that 
socialized medicine might stifle initiative 
among practitioners working at the pe- 
riphery have not been realized" (34). | 

The costs of mental illness, both direct 
and indirect, with: many valuable tables 
and figures were the subject of two mono- 
graphs: in the one, Economics of Mental 
Illness, Fein is generally conservative in 
his estimatés(12) ; in the other, state men- 
tal health programs and tax problems faced 
by legislatures are discussed by Spector 
(36). 

Statistics concerning the number, distri- 
bution, and activities of psychiatrists show 
that although the number of psychiatrists 
has increased in three years 21.2%, they 
are still grossly unevenly distributed. Over 
half have psychiatric hospital affiliation and 
two-thirds are in private practice(11). 

Malzberg reported his study of first ad- 
missions in New York State for psychoneu- 
roses(30), discussed the difference in rates 
for all first admissions of Negroes(29), and 
summarized many of his important statis- ` 
tical studies(31). In Norway the incidence 
of mental disease was found to be higher 
among refugees than among matched set- 
tled average population(10). Results sup- 
porting the finding that schizophrenic ad- 
missions are higher from low socio-eco- 
nomic areas and manic-depressive from 
high were reported, but the investigators 
expressed doubts that such results establish 
the social variables as contributory(19). A 
Canadian study concluded that differences 


in admission rates between provinces are `` 


less indicative of the incidence of mental 
disorders than of such factors as social judg- 
ment regarding what constitutes mental 
abnormality, social demand for hospital 
care, availability of care, and variations in 
diagnostic criteria( 17). 
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MILITARY PSYCHIATRY 


JOSEPH S. SKOBBA, M.D.! 


Since the exploration of outer space is a 
military activity, the psychological aspects 
of space travel on personnel have become 
the subject matter of study by military 
psychiatrists. 

Ruff and Levy(1) described experiments 
to study the stresses which might be ex- 
pected to occur in space flight. They state 
that the current knowledge of stress in 
space flight is based largely on inference 
from the study of analogous experiences. 
From the study of these data, they believe 
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that it can be predicted that space flight 
wil impose no psychological stress which 
carefully selected, trained crews cannot 
withstand. In the laboratory two types of 
experiment have been employed: one, a 
study of prolonged confinement during 
which an interesting effect—that of regres- 
sive behavior—was observed; the second 
group of experiments was devised to deter- 
mine what kinds of stimuli, supplies, and' ' 
structuring were necessary for effective 
functioning. Their findings indicate that at 
least 7 groups of variables must be con- 
sidered in planning isolation experiment 


research. These variables are as follows: 
l. The complex of circumstances under 
which isolation occurs; 2. The subjects 
personality, background, motivation and 
set; 
_ geographic and cultural components; 4. 

‘Degree of cormmunication allowed between 


subject and experimenter ; 5. Confinement ; | 


6. Perceptual space ; 7. Modality, quantity, 
and pattern of sensory input. 

These authors conclude that experimental 
isolation is stressful by destructuring the 
environment. It becomes intolerable if lack 
of meaningful inputs disrupts perception 
of continuity and sameness. Structure is 
maintained primarily through the sense of 
ego identity, and secondarily by preserving 
orientation. 

Kinsey(2) reported on the . psychologic 
aspects of the Transpolar Cruise of the 
Nautilus. It was noted that favorable envi- 
ronmental factors, not only those vital to 
safety but also those unnecessary but desir- 
able facilities that make life on a submarine 
more pleasant, enhanced the maintenance of 
high morale and motivation. He observed a 
need for meaningful goals both major and 
local or personal and the benefits derived 
from their accomplishment. It was noted 
that group interaction in many respects 
paralleled an interrelationship observed in 
many families. The obvious interest of 
higher echelons in the men's welfare ac- 
counted for a major increment of morale. 
Àn important implication was that cool, 
level-headed leadership of an emotionally 
mature commanding officer must be avail- 
able to maintain a neutral and supportive 
balance. 

Cooke(3) considers the stockade an inte- 
gral part of the military structure and its 
purpose as oniy incidentally custodial. He 
is of the opinion that its goal is not only 
punishment of misconduct but an indication 


of the attitude cf the military society toward ' 


the act, not the person. It serves as a deter- 
rent to future violations by the individual 
and the rest o? the military population. It 
is intended to rnake the individual a better 
`- soldier. As the result of a study of prisoners 
leaving the stockade, he determined the 
feasibility of establishing a screening pro- 


gram by which non-effective prisoners could : 


be identified. The rehabilitation program 


y 
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consisted of a series of steps, as follows : 

Intake interview, initial classification ; Ad- 
justment interview; Confinement officer 
interview ; Parole period ; Interview prior 
to release; Interview with commanding 
officer. 

With well trained, intelligent, well-mo- 
tivated social work specialists and close 
professional supervision, the program 
proved successful with only minimal de- 
mand on the time of the psychiatric staff 
of the full time activity. The program pro- 
vided an aid to rehabilitation which was 
voluntary and based on increasing respon- 
sibility, military training, and -increased 
personal benefits. The soldier was provided 
with a choice because his offense was more 
often based on immaturity than оп. anti- 
social or criminal behavior. This program 
led to a successful reintegration of the sol- 
dier into his duty role as a responsible, 
effective soldier. 

The author observed a similar plan in 
operation. The interview with the com- 
manding officer was especially helpful to 
the morale of the prisoners. A sharp decline 





in recidivism was one of the results. 


Pierce(4) epitomizes common psychiatric 
problems in recruits in a brig. He recom- 
mends the use of group testing of prisoners, 
and finding methods to reduce delay in the 
trial He recommends correlation of brig 
research data by all of the Armed Forces 
and suggests that this would result in 
economic and moral benefits to the Armed 
Forces. 

Wood(5) considers the issue of returning 
psychiatric patients to duty. In his opinion 
this matter brings into sharp focus numer- 


ous important problems for the military 


psychiatrist. For example : his own feelings 
of security, his adjustment to military life, 
his ability to evaluate a new kind of patient 
in а highly specific life situation, his con- 
cepts of good treatment, and his ability to 
prognosticate. He finds that when psychi- 
atrists enter military service, they all share 
an abrupt total unawareness of the special 
requirements for the role of the military 
psychiatrist. By the time that they feel com- 
fortable with their duties, they are on their 
way to civilian life again. In his article, 
Wood deals with specific problems of re- 
turning a patient to active duty. Generally 


the most important element that determines 
a patient's willingness to return to duty is 
his relationship with his psychiatrist. Au- 
thority conflict manifests itself in a variety 
of reactions and can be dealt with to ad- 
vantage in short-term psychotherapy. He 
stresses the importance of concentrated 
learning efforts on the part of the prisoner. 

Adler(6) reviews the literature on en- 
uresis and reports a double blind study 
with Equanil. He found that enuresis is 
influenced by almost as many factors as 
there are investigating specialists in the 
field. He lists the following groups of 
CAUSES : 

1. Psychologic—resulting from internal 
conflict ; 

2. Psychologic—resulting from a failure 
in training ; 

3. Organic—due to disturbance in the 
genito-urinary system ; 

4, Organic—due to disturbances in the 
nervous system. 

He studied 102 male recruits, ranging 
from 17 to 20 years of age. They were 
divided into three groups. One group con- 
sisting of 50 individuals was used to test 
factors of motivation, personality and treat- 
ment on disposition. A second group of 52 
individuals was used to test the effective- 
ness of treatment alone on disposition. The 
third group consisted of 36 individuals on 
whom was tested the effectiveness of con- 
tinuity on disposition. The subjects were 
exposed to a double-blind study involving 
Equanil and a placebo with supportive and 
suggestive psychotherapy. The remission 
rate for each group was 43%. Equanil selec- 
tively benefited aggressive enuretics. Mo- 
tivation for service does not significantly 
affect the results of treatment. With passive 
enuretics there was no difference in re- 
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sponse to Equanil or the placebc. Of the 
transient enuretics, 85% recovered with 
psychotherapy. 

Flinn, et al.(7) describe 22 cases of 
what they term Trave: Syndroras. - These 
were acute transitory psychoses eccurring 


in military personnel during travel. Typi- . ° 


cally the onset occurred after several days 
of travel. The patients consumed more al- 
cohol than usual, were fatigued, practised 
irregular eating habits, and were under 
emotional stress. The most prominent symp- 
toms were apprehension, hallucinations, 
ideas of reference and paranoid delusions. 
The symptoms subsided quickly -ollowing 
hospitalization. In four of the patients there 
was no alcoholic indulgence but the psy- 
chological stress of the travel precipitated 
latent psvchotic reactions where there was 
pre-existing emotional disorder. 

The Current List of Medical Literature 
for 1959 listed one foreign reterence(8}. 
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PSYCHIATRIC EDUCATION 


FRANKLIN С. EBAUGH, M.D.; лхо ROBERT H. BARNES, M.D.* 


Regretfully we start this review by noting 
our great personal sorrow at the death of 
Dr..Seymour Vestermark, who as Chief of 
the Training and Standards Branch of the 


11801 High St., Denver 18, Col. 
2 Kansas City, Mo. 


National Institute of Mental Health had 
done so much to fashion the couzse of рзу: . · 
chiatric education, both resident end under- 
graduate. 
Again one of the basic ccncerns in 
psychiatric education review is the per- 


* 


"МЫ 


654 ` " REVIEW OF PSYCHIATRIC PROGRESS 1959 . ап. 





sonnel shortages so constantly with us. The 
Joint Commission on Mental Illness and 
Health has just published their third book 
which covers this general area. Dr. Albee 
(1) carefully documents the tremendous 
Shortage of professional people and suggests 


`. а rather hopeless picture unless some very 
. major scientific breakthroughs occur or 


basic changes in social attitudes result in 
more people going into the sciences, in- 
cluding the behavioral. It is necessary that 
we as educators create an image of the 
professional man that will attract the high 
school graduate into scientific work. Be- 
tween 1956 апа 1959 we did improve the 
ratio of psychiatrists to the general popu- 
lation from one per 19,200 to one per 
16,400(2). However, as Albee(1) notes, 
the rate of increase in psychiatrists is not 
going to be sufficient to keep up with our 
population increases so that this ratio may 
not be maintained. А further fact of signifi- 
cance is the concentration of psychiatrists in 
large cities, with 54% of all psychiatrists 
residing in the 15 largest metropolitan areas, 
representing only 312 of the total United 
States population(2). 

Another discouraging trend appears to be 
the decreasing number of medical school 
applicants in the face of increasing college 
enrollments and increasing numbers of 
graduates from colleges(3). Also, there is 
some evidence suggesting that medical 
schools are not attracting the same quality 
of students that they formerly did. In the 
year 1950-51, 40% of entering medical school 
students came to medical school with an 
“A” average. In 1958 this had dropped to 
only 18% coming with “A” averages. In 


light of this general picture the Dean of the 


School of Medicine of the University of 
Pennsylvania(4) believes it is unlikely that 
the psychiatric specialty as now constituted 
can meet the ever-increasing needs. He 
brings up the possibility of training a large 
number of “general practitioners of psy- 
chiatry” who would be trained through a 
different medical school curriculum than 


- Our current physicians. He feels we are 


going to have to supply more practitioners 
of psychiatry within the medical field or 
face the clinical psychologist, social workers 
and other non-medical groups taking over 
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more and more of the treatment of the 
mentally ill. 

It is interesting that psychiatrists as a 
group are quite active in teaching and a 
recent report indicates that one-third of all 
psychiatrists hold academic appointments 
(2). Jurgen Ruesch, however, points out 
the extent to which our teaching activities 
have to compete for our time with TV, 
radio, telephones, as well as invitations for 
social affairs, scientific gatherings, com- 
mittee meetings, etc. Rare is the psychiatrist 
who has an adequate time to teach in face 
of these demands, added to clinical work 
and research interests(5). 

A Philadelphia group(6) has made a 
comprehensive survey of 30 psychiatric 
departments in medical schools in an 
attempt to discover what might be con- 
sidered a standard, appropriate and realistic 
structure for a department of psychiatry in 
a medical school. It is an excellent study 
and should be read by all in the field. It 
makes clear the tremendous range in the 
quality and type of departments that exist 
in our medical schools, varying from de- 
partments with 17 full time teachers and 
research grants within the millions to 
departments with no full time staff or beds 
and no research funds. The group notes the 
extent to which department and adminis- 
trative function may swamp the psychiatric 
leadership and creativity of the faculty 
and the impossible expectations that are 
made on the average department chairman. 


UNDERGRADUATE PSYCHIATRIC TEACHING 


How to integrate teaching of human 
behavior into the medical school curriculum 
in an understandable and effective manner 
has been considered by a number of au- 
thors. Two psychiatrists in New Orleans 
(7) believe that teaching human behavior 
as a basic science in medical schools is 
best approached by illustrative clinical 
material well integrated with basic psy- 
chological, cultural and neurophysiological 
data. In an attempt to arrive at a better 
understanding and teaching of human be- 
havior in health and disease, the new 
medical school at the University of Ken- 
tucky has organized a Department of Be- 
havioral Science(8). Here a health team 
concept will be developed with the student 
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learning early the role relationships between 
different professional groups interested in 
behavior. Staffing pattern in the unit in- 
cludes sociologists, cultural anthropologists, 
experimental and social psychologists. This 
general approach in medical education is 
being carried out extensively elsewhere as 
is summarized in an article from the 
University of Natal in South Africa where 
much emphasis is put on a knowledge of 
sociology, anthropology and psychology in 
the training of medical students(9). In the 
Department of Psychiatry at Baylor Univer- 
sity College of Medicine a sociologist is 
used extensively to help the students to 
understand behavior in terms of “What 
people do” rather than “What they should 
do"(10). Cooper(11) has been concerned 
that psychiatry and psychology are not 
designed to provide values and goals which 
can be communicated to medical students 
and in turn be helpful to them in treating 
patients, particularly in dealing with some 
of the deep-seated characterological prob- 
lems seen so often. He raises the question as 
to whether the sociologist should take a 
major role in medical education from the 
standpoint of helping the medical student 
to develop clearer concepts of values and 
goals. | 

One recent study underlined the im- 
portance of the resident in the teaching of 
medical students(12). The value of joint 
teaching of medical students by an internist 
and a psychiatrist over a period of. years 
was published in a study from the Univer- 
sity of Pittsburg(13). The two teachers 
attempted to develop an integrated teaching 
experience and to give neither a purely 
psychiatric nor medical image to the pa- 
tient. Less frequently, then, did the question 
appear, “Is this psychic or organic ?” 

One author at the annual APA meeting 
this year noted the low status which the 
lecture occupies as a teaching method in 
psychiatry(14). He outlined several sug- 
gestions to increase the effectiveness of 
the lecture, suggesting such. things as 
copious use of passages from the autobio- 
graphic writings of people who have under- 
gone mental illness, and verbatim tran- 


scriptions of recorded interviews with. 


patients to illustrate basic material in a 


lecture. An interesting attempt to make 
6 | 
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psychiatry more comprehensible to the 
sophomore medical student through a 
course in psychophysiology was presented 
by an author from Colorado(1&). Actual ' 
laboratory work іп psychophysiology ig 
undertaken on a limited scale. 

Coleman( 16) outlines an approach to the ~ 
teaching of psychotherapy to medical stu- 
dents which he has found helpful in allow- 
ing the student to disencumber himself of 
some of his preconceptions, premeditations 
and distortions of attitude and behavior, as 
well as his discomfort in a close, intimate 
relationship with a patient. At the Univer- 
sity of Oklahoma(17) a longitudinal cur- 
riculum allows for training in psychotherapy 
to take place over a considerable period of 
time. The value of the longitudinal cur- 
ticulum in this type of training over the 
usual “block” system in teaching psycho- 
therapy is emphasized. 

It is interesting that very few American 
medical schools offer any teaching of sexual 
and marital problems to medical students 
and very little appears in the psychiatric 
literature through the years оп this subject. 
Recently in Britain a half day symposium on 
this subject was held which underlined the 
lack.of such training and the need to have 
it set up as part of the curriculum ( 18). 


GRADUATE TRAINING 


А review(19) of the latest available 
figures on graduate psychiatric training in 
the United States indicates that there are 
currently 288 residency training prozrams 
with a total of 2,770 appointees. Seventy- 
eight percent of available residenc:es in 
psychiatry are filled. These figures indicate 
approximately 260 more residents in train-. 
ing in psychiatry this year than at a com- 
parable time last year. It is interesting that 
there are almost twice as many residents in 
training in surgery (5,373) cr internal 
medicine (4,842) as in psychiatry. There is 
a very interesting general review article on 
the development of internships and res- 
idencies(20) which indicates that between 
1940 and 1958 the number of medical stu- . 
dents increased only from 21,271 to 29,473, 
but during this same period the number of 
residencies available increased almost sev- 
en-fold or from 4,882 to 30,595, The extent 
to which internship and resicency pro- 
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grams are located outside direct university 
zones of influence is noted and the author 
ends up with the final comment, “It would 


' appear that the outstanding medical task 


for the remainder of the Twentieth Century 
wil be to foster centers of medical ex- 


7 cellence їп strategically located hospitals 


in all American communities" (20). 

The American Board of Psychiatry and 
Neurlogy and the story of its founding 
is presented in a lively review(21). We 
are fortunate to have available the results 
of a 10-year effort to delineate the factors 
important in the selection of psychiatric 
residents, based on the studies at the 
Menninger School of Psychiatry(22). This 
book should be in the hands of all psy- 
chiatric educators and carefully perused 
by selection committees. Chapter XVII— 
"Recommendations —should be of major 
importance to other program directors. A 
much briefer study is made by Eisendorfer 
(23) of the.factors which make for a good 
psychoanalytic candidate based on the work 
of the Committee for Admissions in New 
York Psychoanalytic Institute. 


Morse(24) believes that there is a serious. 


and little recognized deficit in post-war 
residency training which consists of min- 
imal interaction between younger psychia- 


trists and the rest of the medical profession. 


Ás he points out, the young psychiatrist 
goes to few medical meetings, mixes pro- 
fessionall only with other psychiatrists 
and does not communicate adequately with 
the referring physician. He feels that it 
should be the duty of training programs 
to underline the importance of proper 
communication and interaction with non- 


psychiatric medical colleagues. A Cornell 


group(25) underlines the difficulty in in- 
teresting residents in the total hospital 
environment as a therapeutic tool and in 
teaching them the importance of what 
goes on outside the therapeutic hour. At 


the Payne-Whitney Clinic residents in the. 


third year are designated as floor doctors 
and are put in charge of the management of 


‘па unit. 


Those doing supervision work in psy- 
chotherapy will be pleased to have Ekstein 
and Wallerstein’s new book from the Men- 
ninger Foundation titled, The Teaching 
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and Learning of Psychotherapy (26). It is 
a comprehensive review of the process of 
supervision. Two teachers from the Univer- 
sity of Utah(27) note the importance of 
giving the beginning psychotherapist a 
feeling of personal security which can often 
be accomplished by assigning the resident 
a patient to whom he can relate easily. 
Oftentimes this must be a patient from 
his own socio-economic group. The authors 
underline the value of exposing the trainee 
to several theoretical approaches to provide 
perspective. А new book by Glad(28) 
also expounds the value of several theo- 
retical approaches. His book is aimed 
toward further developing a science of 
psychotherapy. This book should provide 
the supervisor and the teacher many new 
ideas to broaden the interests, views and 
skills of the beginning psychotherapist. 

А sizable number of residents continue 
to come from foreign lands, although in- 
terestingly the proportion in psychiatry is 
less than the over-all average. In psychiatry 
19% of our residents in training are gradu- 
ates of foreign schools, whereas over-all 23% 
of resident trainees in America are gradu- 
ates of foreign schools(19). Smiley(29) 
gives a review of the results of the first 
year of operation of the Educational Coun- 
cil for Foreign Medical Graduates. In the 
February 1959 examination in the United 
States 48% obtained passing scores and 
27% obtained borderline scores leading to 
temporary certification. For those training 
directors interested in medical education 
around the world, may we recommend the 
special international issue of the Journal 
of Medical Education(30). 

A very interesting report of 5 years’ 
experience at Harvard University School of 
Public Health on the education of mental 
health specialists appeared(31). This is 
a post-graduate course of one to three years’ 
duration for psychiatrists, Ph.D.-level psy- 
chologists, and senior psychiatric ‘social 
workers. The course is designed to help the 
clinician shift from his emphasis on the 
individual to comprehending community 
health factors. What is outlined is training 
in a significant new sub-specialty of psy- 
chiatry where there is no generally accepted 
systematic body of knowledge. 
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REHABILITATION AND OCCUPATIONAL THERAPY 


FRANKLIN S. DuBOIS, M.D.! 


А year ago in this review the contribu- 
tions of British investigators to psychiatric 
rehabilitation were emphasized and the pre- 
diction was made that the changing pat- 
tern of psychiatric thought and practice in 
the United Kingdom would influence psy- 
chiatric methods elsewhere(1). Events of 
the past year sustain this prediction and 
indicate that American psychiatry is fol- 
lowing the British orientation toward the 
open hospital and the expansion of com- 
munity psychiatric services. The Milbank 
Memorial Fund has contributed generously 
to this movement by supporting visits -to 


l'Silver Hill, Valley Rd., New Canaan, Conn. 


selected British hospitals by staze omii 
authorities of New York, New егеу and 
Connecticut(2) and by making’ possible a 
study of the open mental hospital by Hunt 
(3). From his survey Hunt concludes that 
“the great fundamental value of the open- 
door movement lies in its demonstration 
that the mentally ill not ought to be, but 
can be, destigmatized.” 

In this country change toward an open- 
door policy is progressing slowly(4, 5, 6, | 
7), while the development of 2ommunity’ 
psychiatric services is progressiag rapidly. 
Goshen(8) stresses the value of the day 
hospital and recommends that each state 
accept the concept of the day hospital as 
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an experimental substitute for new or ex- 
panded hospiral buildings. Seale and Wat- 
kins(9) describe а day hospital especially 
designed to keep the patient in contact 
Хт the community. Fisher(10) criticizes 
ch programs because of their lack of re- 


` . search orientation. Miller(11) emphasizes 


that the problems inevitably created by 
community participation in rehabilitation 
can be minimized if leadership is assumed 
by trained personnel. Leyberg(12) points 
out the advaxtages of psychiatric services 
in general hospitals but insists that a good 
relationship with a mental hospital is es- 
sential. Whitten(13) says that discharged 
patients must have rehabilitative services 
outside of the hospital if readmission is to 
be avoided and Muth(14) concludes from 
a survey of such services that there is great 
variation in the aid rendered. Ullman and 
Berkman(15) report that family care pro- 
grams can markedly reduce the probability 
of readmission of discharged psychiatric 
patients. Klapper(16, 17) shows how local 
mental health associations can cooperate 
with various community agencies helping 
the patient and says that 38 of 86 leading 
rehabilitation centers include ex-mental pa- 
tients in their programs. Irvine, Tracy and 
Fine(18) describe a statewide plan that 
supplements psychiatric hospital treatment 
with vocational rehabilitation which helps 
move the patient into the community and 
into employment. Many other programs 
that facilitate return of patients to produc- 
tive extramural jobs are in progress(19, 
20, 21, 22, 23, 24, 25, 26, 27). Likewise, 


movements are afoot to bring competitive 


industry into the hospital. Clark(28, 29, 
30, 31) tells of a program of activity and 
freedom which includes contract electri- 
cal work brought into the hospital and 
Wadsworth, Scott and Tonge(32) and 
Clark(29) report on a successful hospital 
workshop that has developed into a com- 
plete intramurz] factory. Minde(33) gives 
an account of a similar experiment con- 
ducted in conjunction with a rubber com- 
pany. Benney(34) stresses the therapeutic 


` importance of work, while Bolin and Scott 


(35) say that work not only is of thera- 
peutic value but also is one of the favorite 
activities of patients. 

In the face of widespread enthusiasm for 
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the open-door policy, the expansion of com- 
munity psychiatric services and the acceler- 
ation of the rate of discharge of mental 
hospital patients, voices of caution are 
heard. Sands(36) believes some patients 
are being returned to their homes com- 
pletely unsuited to deal with their prob- 
lems. Similarly, Slear(37) observes that 
tranquilizing drugs make it possible for 
many psychiatric patients to return to the 
community while they are still socially dis- 
abled individuals. And Kubie(38) chal- 
lenges “the partial cure” and expresses соп- 
cern over the problems thus created for 
the patient, the family and the community. 

Psychiatric first aid, a method of rapid 
rehabilitation that has been employed suc- 
cessfully in the Netherlands for thirty years 
(39), is beginning to take root in the United 
States. Coleman and Zwerling(40) describe 
such a service being used advantageously 
in New York. Another rehabilitative facility 
used extensively in Europe, the Homemaker 
Service, which supplies mother substitutes 
for homes in which mothers are hospital- 
ized for mental illness(41), is now being 
more widely employed in America (49). 

Adjunctive therapies are playing an in- 
creasingly important role in rehabilitation. 
Key(43) thinks that training programs for 
coordinators of such therapies are needed. 
Sherwin( 44) and Rosé, Brown and Metcalfe 
(45) discuss the use of music in rehabilitat- 
ing psychiatric patients, while a group of 
specialists(46) considers how music can as- 
sist in the care of exceptional, emotionally 
disturbed, and brain-damaged children. 
Certain experts on recreation(47, 48) report 
on various phases of recreational and house- 
bound patients and offer advice on recrea- 
tion counseling for the mentally ill. Silson, 
Cohen and Hill(49) state that there is a 
need for well organized recreation programs 
under trained: hospital. staffs. Ackerman, 
Mitsos, and Seymour and Smith(50) de- 
scribe camping programs and. the latter au- 
thor expresses the opinion that such activi- 
ties help -prepare hospitalized patients for 
their return to the community. 

Psychiatric patients of a particular age 
or with particular types of problems receive 
special consideration from numerous inves- 
tigators. In London, funds have been allo- 
cated for two hostels where children leav- 
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ing schools for the educationally subnormal 
will be helped to find their places in the 
community(51). Tizard(52) visited the 
U. $. S. R. and studied mental health work, 
especially with children. His informative 
report stresses the generous staffing of all 
institutions and the excellence of psycho- 
logical research in the Soviet Union. In 
New York, an important meeting was held 
to discuss problems of residents in homes 
for the aged(53). The principal theme 
under discussion was how to deal with 
mentally disturbed patients. Hobby therapy 
is considered important in such homes(54). 
Morrow and Rosenbaum(55) discuss the 
importance of psychiatry in the rehabilita- 
tion of the aged and conclude that a team 
of professional workers can best plan an 
effective mode of treatment. Ohio has de- 
veloped 25 nursing homes to care for the 
mildly mentally ill(56). Although these 
homes have no arbitrary age limits for pa- 
tients, the bulk of their work is with aged 
persons who would be burdens to their 
families, yet do not need the services of a 
mental hospital. Rainer and Kallman(57) 
report on a mental health project for the 
deaf and stress how psychiatric patients 
who have hearing defects have been neg- 
lected in the past. Rood(58) describes a 
method of rehabilitating sexual psychopaths 
by means of a hospital therapeutic com- 
munity with an accent on group therapy 
and states that only 11% of 1,000 such pa- 
tients have been recidivists. . 

The recent periodicals contain many pub- 
lications dealing with relieving the emo- 
tional factors that obstruct the rehabilita- 
tion of the physically ill. Because of limita- 
tion of space, only a few of these papers 
can be considered. Zane(59) points out 
that physical rehabilitation is frequently 
adversely affected by personality traits de- 
veloped as defenses against anxiety. Maritz 
(60) says that physical disability has a 
subjective meaning determined by the pre- 
viously existing personality and both he 
and Cath(61) emphasize the role of the 
body image in the production of psycho- 
logic problems. Vernon(62) believes that 
successful rehabilitation of cardiac patients 
relies on relieving anxiety by demanding 
the patient’s dependency and later by sup- 


porting a realistic program of restoration. 
® 2 
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suggests somewhat similar 
principles of rehabilitation for all chronical- 
ly ill patients. Marmor(64) states thet the 
process of rehabilitation consists of physical 
restoration, rehabilitation education ву 
psychological rehabilitation and that psy- 
chological rehabilitation is the most im-' 
portant element. 

Several books dealing with rehabili-ation 
have. been published during the past vear. 
The most comprehensive one is that edited 
by Rusk(65). He and his 37 collaborators 
have created a text which will serve as a 
reference for every member of the rehabili- 
tation team. The chapter dealinz with the 
rehabilitation of psychiatric patients is 
particularly well done. Simon(6€) gives an 
excellent description of modern concepts ' 
of rehabilitation which center arourd the 
treatment of the whole person in all aspects 
of his life. Meyer and Borgotta(67)} offer 
a critical evaluation of certain techniques 
used in rehabilitating discharged patients. 
Caudill(68) presents observations that 
seem to make it possible to predict the 
likelihood of group disturbances of various 
kinds. McLean and Taylor(89)- discuss the 
maladjustments of the industrial worker, 
industrial practices and mental health aids 
in industry. The American Psychiatric As- 
sociation has published an excellent book 
(70) that fully discusses the place of volun- 
teers in programs of treatment and rehabil- 
itation and the American Medical Associa- 
tion's Committee on Rehabilitation Fas ap- 
proved a booklet that outlines ways to 
strengthen rehabilitation facilizies zt the 
grass roots level( 71). 

It is important to note that the Jnited 
Kingdom has promptly implemented the 
significant Report of the Royal Commis- 
sion on the Law Pertaining to Merxal Ill- 
ness and Mental Deficiency (72). Last July 
Parliament approved a bill(73) whizh em- 
bodies many of the changes recommended 
in the Report and which, when it scon be- 
comes operative, will enable mentally ill 
persons to enter a hospital without zigning 
a voluntary form and without powe: of de- 
tention by the hospital(74). Obviously,' 
this far-sighted policy not only wil! bring 
about vast changes in the practice of psy- 
chiatry, but also will for the first time 
give the mentally ill the same lega. status 
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as the physically ill. Carstairs and Wing 
(75) believe that the British public is ready 
for the changes recommended. 
Occupational therapy has made progress 
1959. Leaders in the profession are fo- 
cusing their attention on educational pro- 
` cedures( 76) and curricula(77) in order to 
meet the demands of changing medical con- 
cepts. The American Occupational Therapy 
Association Study Plan, in preparation since 
1951, approved in 1957 and supported by a 
substantial grant(78), is now under way. 
Many new ideas about training should 
come from this investigation. Other changes 
in the approach to the education of occupa- 
tional therapists are also evident. The Com- 
mittee on Graduate Study of the A.O.T.A. 
has prepared a plan for the development 
of graduate education leading to higher 
degrees in occupational therepy( 79). Ac- 
cording to Thompson(80), only four col- 
leges in this country presently offer mas- 
ters degrees in occupational therapy. 
Jantzen(81) urges graduate programs in 
occupational therapy that lead to speciali- 
zation in psychiatry. Reilly(82). stresses the 
need for revision of the occupational ther- 
apy curriculum at a level of scientific 
knowledge upon which practice can rest. 
Azima and Azima(83) and Dunning(84) 
offer theories of psychiatric occupational 
therapy based on psychodynamic premises 
while Doniger(85) expresses the opinion 
that occupational therapy has attempted at 
times to go further than the present state 
of understanding in psychiatry warrants. 

Robbins(86) and Dodson(87) believe 
that the occupational therapist has special 
tasks. Robbins points out that inasmuch 
as the occupational therapist is involved 
in changing the purposes of the person 
with whom he wishes to communicate, 
it is essential that he cultivate effective 
techniques of communication. Dodson be- 
lieves that the occupational therapist must 
help society to understand and accept the 
rehabilitated person. Rood(88) notes that 
for the occupational therapist to develop 
successfully, stimulation must occur both 
from within and without. 

The A.O.T.A. has taken steps to 7 
the discrepancy between occupational ther- 
apists needed and occupational therapists 
available by presenting a plan for the train- 


Д 


ing and recognition of occupational therapy 
assistants(89). Such a program has been 
activated in Ontario(90). 

Ellis and Bachrach(91) insist that oc- 
cupational therapy cannot function as an 
independent unit in a hospital. They hold 
that its value is in direct proportion to the 
comprehension of and coordination with 
the psychiatric staff. Smith, Barrow and 
Whitney(92) find that attitudes toward 
occupational therapy differ among different 
types of- psychiatric patients. Tibbs(93) 
discusses the creative impulse and its value 
in therapy and Brown(94) describes “рзу- 
cho-iconography,” a method “of communi- 
cating through drawings and pictures." 
With this technique the patient is encour- 
aged to draw any picture he wishes and the 
therapist interprets symbols presented and 


thus becomes aware of the patient's inner. 


life. Welsh(95) discusses the significant 
role which occupational therapy can play 
in the rehabilitation of alcoholics. | 

Two books dealing with occupational 
therapy published within the year have 
come to this reviewer's attention. Changing 
Concepts and. Practices т Psychiatric Oc- 
cupational Therapy(96) is an excellent pre- 
sentation of current thinking as to how oc- 
cupational therapy can best meet the needs 
of the hospitalized patient in terms of 
modern dynamic concepts. Rusk’s Rehabili- 
tation Medicine, referred to previously ( 65), 
has a chapter on the principles of occupa- 


tional therapy. P 
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COMMENT 


GENERAL MEDICINE BEFORE SPECIALIZATION | / 
“~ 


The age of specialization has created 
many problems. The most disturbing of 
these seems to be the apparent isolation of 
the specialist from man as a whole being, 
which narrows his perspective and limits 
his usefulness. The specialist in his zeal to 
know all about his specific field is in danger 
of concentrating on only a small part of 
man, thus dividing the whole into many 
small parts, each an island to itself. I 
believe that much of this tendency could 
be corrected without in any way interfering 
with the tremendous gains in medicine 


- brought about by specialization. 


My premise is simply that we permit 
specialization much too soon, long before 
mature judgment and clinical experience 
have become a part in that decision. 

As psychiatrists, we stress the importance 
of our being acutely aware of the total 
person. Yet paradoxically we prejudice such 
a possibility from the onset by our approach 
to the training program. We do not give the 
young doctor an opportunity to learn first- 
hand the practical knowledge of his fellow 
man. From the very start of his academic 
career he lives a sheltered and isolated 
existence. His life is made up of school 
and hospital work ; college, medical school, 
internship and then three to five years of 
intensive study confined to the area inside 
the cranium. And then when he finally 
starts to practise he usually limits himself 
to a further subspecialty ! 

I believe there should be a break in 
this academic routine of, say, two or three 
years, during which the young doctor will 
be actively engaged in the field of general 


practice. No man can be а good spec.alist 
unless first he be a good doctor and is well 
grounded in all of man's basic problems. 
As I see it, knowing how man lives 1 the 
most basic of all the requisites to the p-oper 
understanding of man. Апа nowhere can 
one learn this as effectively and waole- 
somely as in the field of generzl practice. 
Years of hospital and university traning 
can never prove an adequate substitute. 
Only through the broadening influence of 
coming in constant contact with man, his 
family, his social, physical and emotional 
states, his ticking as а whole raan in his 
home and environment and not as ar. iso- 
lated part of himself, can a proper under- 
standing be reached. 

In addition, from the experience gained 
from a period of general practice will 2ome 
the insight to guide the young doctor to 
the specialty wherein he will be best suited 
and happiest. His choice will come not 
from some preconceived idea or from what 
residency happens to be available, but from 
having practised all of the specialties daily 
he will have learned in which specia! field 
he is most talented. 

And finall the barrier between the 
specialist and the general practitioner will 
be removed, for now the specialist is no 
foreigner speaking a foreign language but 
one who, having shared a common practical 
experience, can communicate with his fel- 
low practitioners in understandab e medica] 
terms. | 

Nathan K. Rickles, M.D. 
Beverly Hills, Calif. 
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CORRESPONDENCE 


THE PRESENCE OF ADRENOCHROME IN BLOOD 


a 


Editor, THE AMERICAN JOURNAL 
OF PSYCHIATRY : 

S : Recently Szara, Axelrod and Perlin 
(3) reported in this Journnat that they had 
developed a sensitive and specific method 
for estimating adrenochrome in plasma. Us- 
ing this method, they found less than 20 
sg./liter of some nonspecific fluorescent 
substance. They therefore concluded that 
adrenochrome is not present in plasma. On 
the other hand, using an altogether different 
method(2) besed upon the method of Fisch- 
er, Derouaux, Lambot and Lecomte(1), we 
have found that adrenochrome or some- 
thing very much like it is present. The con- 
centration is increased after giving volun- 
teers d-LSD-25 (not after Brom LSD or 
LSM) and after the injection of solutions 
of crystalline adrenochrome intravenously. 

We have now examined the method de- 
scribed by Szara, et al.(3) and believe we 
have an explanation for these discrepancies. 

We have compared both methods. In 
order to avoid the issue now whether ad- 
renochrome is naturally present in plasma, 
we injected 10 mg. of authentic adreno- 
chrome in saline intravenously into a 
schizophrenic patient. Ten minutes later, 
20 mls. of blood was removed from the arm 
and placed in a flask containing heparin. 
This blood, known to contain adreno- 
chrome, was centrifuged and the plasma 
divided into two portions. One portion was 
analyzed by our method and the other by 
the Szara method. The fluorescence read- 
ings are shown in the following table. 


FLUORESCENCE READINGS (SAME SCALE) ОЕ 
ADRENOLUTIN FROM PrAsMA CONTAINING 
INJECTED ÁDRENOCHROME 
Our Method Szara Method 


Plasma and 1 др. adrenochrome 0.56 0.045 
Plasma alone 0.31 0.0115 
Blank ' 0.21 0.0090 
. increase of plasma over blank 0.10 0.0025 
Increase due to 1 ug. 0.25 0.0335 
Apparent adrenochrome conc. 400 76 


ug./lter  ug./liter 


With our method, the fluorescence in- 
crease with 1 eg. authentic adrenochrome 
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was 0.25 units compared to an increase of 
0.0335 units by the Szara method using the 
same scale on the Farrand Spectrofluorom- 
eter, i.e. the latter method yielded about % 
the fluorescence. With our method, the plas- 
ma reading was 0.31 or 0.10 units above the 
plasma blank. With the Szara method, it 
increased 0.025. Our blank is high in this 
instance due to the high conversion of ad- 
renochrome to adrenolutin in plasma. The 
blank or plasma when adrenochrome has 
not been injected is low. 

The fluorescence readings by the Szara 
method are so low that it does not find 
adrenochrome. Thus blood known to con- 
tain added adrenochrome had 400 «g./liter 


by our method and only 76 eg./liter by the - 


Szara method. This latter value is in doubt 
because the plasma reading was so close 
in fluorescence to the blank. If we assume 
the same ratio of sensitivity between the 
two methods then obviously plasma which 
would contain 50 ко. by our method would 
have been less than 20 4g. by the other 
method. 

If therefore the Szara method is sensi- 
tive, ours is about 8 times more sensitive. 
If their method is specific, so is ours, since 
in both methods the specificity. depends 
upon the conversion of adrenochrome into 
о іп Ње ргеѕепсе ОЁ аѕсогђіс 
acid. 

The Szara, Axelrod, Perlin method is 
therefore not sufficiently sensitive to help 
us decide whether or not adrenochrome is 
really present naturally in plasma. 

A. Hoffer, M.D., 
A. М. Payza, M.D., 

University Hospital, 
Saskatoon, Sask., Can. 
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REPLY ТО THE FOREGOING 


Editor, THE AMERICAN JOURNAL 
OF PSYCHIATRY : | 

Sm: In view of the implications of the 
claim that adrenochrome is present in the 
blood(1) we felt it necessary to try to con- 
firm it. As customary, we published the 
results along with the method used (2). The 
discrepancy between our and Dr. Hoffer’s 
results most probably stems from the dif- 
ference in the methods used. However, we 
cannot directly compare our method with 
Dr. Hoffers since the latter has not been 
published. The original article of Fischer, 
et al.(3) and even Dr. Hoffer's most recent 


` article about "The Adrenochrome Model 


and Sehizophrenia"(4) in which he pre- 
sents again figures on the level of adreno- 
chrome in the blood, give no sufficient de- 
tails of the method. Therefore in making 
comparisons we must use the data reported. 
Two aspects of the analytical methods 
should be discussed here: the sensitivity 
and the specificity. 

It is a well-known fact in analytical 
chemistry that the sensitivity of a method 
depends wpon the magnitude of the blank. 
As the blank increases, the sensitivity de- 
creases. Although Dr. Hoffer’s reading re- 
ported here for 1 eg. adrenochrome is about 
8 times greater than ours (0.25 vs. 0.0335) 
his blank value is more than 23 times higher 
(0.21 vs. 0.0090). Consequently, when 
measuring small amounts. of adreno- 
chrome, the precision of the method is 
greatly reduced. For example, it is claimed 
that in plasma of normal subjects 50 #g./ 
liter adrenochrome is ргеѕепі(1) : when 
LSD is given, the value rises to 164 sg. /liter 
(1). The blank value reported in Dr. Hof- 
fers paper is 0.21. The reading which ad- 
renochrome in plasma would give using 
his method after the blank value 0.21 was 
subtracted would be 0.01 in normal sub- 
jects and 0.04 in subjects receiving LSD. 
This represents an increase over the blank 
reading from 5 to 20%. Considering the 
variations in the blank and the instrument 
fluctuations, it is virtually impossible to 
reach any conclusions concerning the plas- 
ma levels of adrenochrome from those 
readings. Furthermore, the nature of the 


blank which contains adrenoch-ome con- 
verted to adrenolutin is very ambiguou: 
Perhaps the availability of a pub_ished p 
cedure would clarify this important ques- 
tion, — 

It might be pointed out that sens tivity 
of а method also depends on the instru- 
ment employed. The instrument we used 
was an Aminco Bowman Spectrophoto- 
fluorometer which proved to be sufficiently 
sensitive to measure as little as 0.02 »z./ml. 
adrenochrome. The accompanving table 
gives the values we obtained in our labora- 
tory. 







GALVANOMETER READINGS ON THE 
ÁMINCO BOWMAN SPECTROPHOTOFLUOROMETER 
UsiNG Our METHOD 


Scale Defections * 
0.2 wg. Adrenochrome added and 


recovered from water 623-2 
0.2 ug. Adrenochrome added and 
recovered from plasma 633-3 


Plasma No. 1 extracted by our method 12371 
Plasma No. 2 extracted by our method 1022 
Reagent Blank 4X1 


* Mean and deviation of duplicate determinatons пог 
corrected for reagent blank. 

It can be seen from these data that our 
method is extremely sensitive anl can 
measure as little as 0.02 »g./ml. (90 лр. / 


iter), which would give a reading more 


than twice as much as the blank. 

Actually our readings with plasmas Nos. 
l and 2 were in this order of magmitude, 
but this does not prove the presence of 
adrenochrome in the plasma, since this 
fluorescence—as we pointed out in our 
original note—did not possess the charac- 
teristic activation and the fluorescenc= spec- 
tra. Further data show that only the added 
adrenochrome could be recovered from 
plasma, and no additional significant eleva- 
tion of the specific fluorescence was ob- 
served. | 

The specificity of our method is based on 
the fact that adrenochrome is ex-racted 
into organic solvent only in a pH range ' 
between 4 and 5; this insures the eimina- 
tion of interfering materials, which is re- 
flected in the very low blank values. The 
adrenochrome is converted to adre-olutin 


* 


0 r a s a R a: 


after it has been isolated. Dr. Hoffer has 
not published any data on the specificity 
of his method or on the identity of adreno- 
hrome found in biological material. 
' Stephen Szara, M.D., D.Sc., 
Clinical Neuropharmacology 
Research: Center, 
Nationai Institutes of Mental Health, 
Saint Elizabeths Hospital, 
. Washington 20, D. C. 
Julius Axelrod, Ph.D., 
Laboratory of Clinical Sciences, 
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National Institute of Mental Health, 
Bethesda 14, Md. 
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. DR. KARPMAN’S BOOK: THE HANGOVER 


Editor, THE AMERICAN JOURNAL or PsycHI- 
ATRY : 

Sm : In the course of many years of pub- 
lishing, I have ere long resolved never to 
argue with a book reviewer. They are a 
peculiar lot, have a peculiar psychology 
all their own, and to argue with them is 
like trying to break through a Chinese 
wall. But one has to correct an error which 
is so glaring and obvious. In the review of 
my book, The Hangover, by Dr. Stephen 
Fleck in the August number of the Journal, 
the statement is made that the hangover is 
not otherwise defined, suggesting that there 
is no definition given. This is absolutely 
untrue. On page 521 of the book I give 
more than a half page definition of the 
hangover, clearly titled “definition,” which 
is the result of the many definitions which 
grew out of the material of my patients. 
Additionally, I also have explained the 
meaning of the concept on pages viii to xi 
which the reviewer has apparently over- 
looked. How does it happeri that a book 
that gives almost а page of definition has 
escaped the notice of the book reviewer ? 
The explanation is found in the fact that 
by some oversight, the word definition did 
not appear in the index. The reviewer is 
apparently the type of man who does not 


read carefully the book from cover to cover 
as one should, but depends upon the index 
and the table of contents. If the index does 
not contain the word definition, then in his 
opinion a definition is never given, which 
is incorrect at least in this instance. 

In another place, the reviewer further 
states that there is no description of the 
method whatsoever. I would assume that 
the reviewer is a psychiatrist who knows 
how to interview people. This work was 
done by a combination of interviewing and 
writing. My. approach was that of a clinical 
researcher, the purpose of the book, as the 
title suggests, being to examine the mean- 
ing of the hangover as а psychological 
phenomenon. The hangover was made the 
variable while all the rest was left constant. 
Therefore, my main concern was that of 
eliciting the hangover and not to be con- 
cerned with secondary considerations of 
family relationships, and so on. This should 


belong to and is planned for another study. . 


It would be tempting to go through the 
whole review and point out the inaccu- 
racies, but I am chary of the space that an 
editor can afford to give to the correction 
of an error. 

Benjamin Karpman, M.D., 
Washington, О. С. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL or Psvcur- 
. АТВХ: 

Sm : Thank you very much for the oppor- 
tunity to respond to Dr. Benjamin Karp- 
man’s letter criticizing my review of his 
book The Hangover, but I believe the value 
of the book and the pertinence or imper- 


tinence of the review can be left to the 
judgment of the readers. May there be a 
lot of the latter whose lot is not that of the 
reviewer. 
Stephen Fleck, M.D., 
New Haven, Conn. 
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NEWS AND NOTES 


AMERICAN BOARD FOR PSYCHOLOGICAL 
Services, Inc.—The Board has released its 
1960 Directory of American Psychological 
Services which is a voluntary listing of 
agencies and individuals providing com- 
petent psychological services. These serv- 
ices are listed alphabetically by state or 
province and city, with all necessary data. 
There is also a geographical listing of the 
diplomats of A.B.E.P.P. Most of the states 
and 3 Canadian provinces are included, 
Copies may be obtained from the American 
Board for Psychological Services, Ince., 
Glendale, Ohio, for $1.50. 


Dr. BowMAN AGAIN IN THE Far Easr. 
—Dr. and Mrs. Karl M. Bowman sailed on 
November 5 to the Far East where he will 
again be Visiting Professor of Psychiatry at 
the Siriraja Medical College in Bankok. He 
will be occupied in this work until about 
the first of April. 


WORLD FEDERATION FoR MENTAL HEALTH. 
—At the recent meeting of the World Fed- 
eration for Mental Health, William T. 
Beaty, П, Assistant Executive Director of 
the New York State Association for Mental 
Health of the State Charities Aid Asso- 
ciation, was elected President of the United 
States Committee of the World Federation. 

Re-elected were Honorary Presidents 
Mrs. Clifford W. Beers, Dr. Earl D. Bond, 
Mrs. Henry Ittleson and Dr. Arthur Н. 
Ruggles. Other officers elected were Mrs. 
Jonathan Bingham, Chairman of the Gov- 
erning Board and Mrs. George A. Stern, 
Chairman of the Executive Committee ; 
Dr. Robert L. Sutherland, Treasurer and 
Dr. George S. Stevenson, Assistant Treas- 
игег. Newly-elected to the Governing Board 
were Dr. Margaret Mead, Dr. Bertram Н. 
Schaffner and Lewis Cullman. 


. Dr. ВоссьЕз Honorep,—At the first meet- 
ing of the Rhode Island Branch of the 
American Psychiatric Association, October 
26, 1959, Dr. Arthur H. Ruggles, past pres- 
ident of the American Psychiatric Associa- 


tion and former superintendent of Butl 
Hospital and Emma Pendleton Hospit | 
was the guest of honor. А library in tbe new- 
wing of the Fuller Memorial Sanitarium, 
South Attleboro, Mass., was dedicated to 
Dr. Ruggles. He presented a portrait of 
himself which will hang in the nev library. 

Dr. Lawrence Senseman, medical direc- 
tor of the Sanitarium, read the tribute to 
Dr. Ruggles: "An outstanding figure in 
American psychiatry, he has been a true 
friend to all of us in our psychiatric youth 
and maturity. He has always оееп the 
friendly advisor, liberal in his encourage- 
ment, ready to give wise counsel when 
needed." 

Officers of the society for the forthcoming 
year were elected as follows: Dr. David 
Fish, president ; Dr. Barry Mongello, vice- 
president; Dr. Joseph Zucker, secretary- 
treasurer; and Dr. Sidney Goldstein and 
Dr. Laurence À. Senseman, counsellors. 


Tue AMERICAN Boarp or PEYCHIATRY 
AND Neuro.ocy, Inc.—The following can- 
didates were certified by this Ecard after 
examination in Chicago, Ill, Oetober 19 
and 20, 1959. | 

PSYCHIATRY 


Адаш, Robert W., Jr., 614 Medical Arts Bldg , Nashvilie 12, 


епп. 
о Garabed Н., 92 East Charlotte Circle, Memphis 
enn. 
Arndt, George William, VA Hosp., Tomah, ‘Wis. 
Ale o Arthur L., 2821 California St. N. E, Albucuerque, 


Ashley, Milton МЕ 322 East Hadley St., Whitier, Cal. 
Averill, Stuart C., 4309 Stratford Rd., Topeka. Kan. 
Badrock, Frank, State Hosp. at Burner, Burner, М. C. 

Baker, Tames Edward, VA Center, Box 82, Togas. Maine. 
Baker, а James N., 8149-51 Jenkins Arcade, А 


Baratta, "Philip À. Jr, Eastern Penasylvana Psy chiste 
inen Henry Ave. and Abbotsford Rd., Phdadelphia 29, 


Pa. 

Bennett, Austin W., Western Psychiatric Inst and Clinic, 
3811 O'Hara St., Pittsburgh 13, Pa. 

RENT Gloria Kozin, 557 Brompron, Chicago I Hl. 

Berl, Alfred, 33 East 74th St, New York 21, М. 

Betts, Charles Sod Univ. of Arkansas Me SIE Center, 
4301 West Markham, Little Rock, Ark. 

Bimmerle, John F. 720 Lake Sr., Oak Park, IL. 

Brandes, Narman "Scott, 278 East State St, Columbus 15, 

io. 

Browne, William 
3601 Fifth ru Pittsburgh 13, P 

Cabrera, Orlando, Osawatomie State Hoses Osawatomie, Кап. 

Christ, Jacob, 51 Bratde St., Cambridge 38 , Nass, 

Coda, Evis jonas rd р ania St., New Or.eans 12, 

Cole, Charles E., us Psychiatric Inst and Hosp. 
Columbus, on" 

Cox, Јери A. Jr, 1301 М. E. Sixth St, Cklahoma City 


Davis, Paul Eve, Jr., Western State Hos Hopkinsville, Ky. 
Duncan, Glen Malcolm, 200 First St. S. W., Rochester, Minn. 
Duan; Charles W., 6018 West Fullerten Ave. Chicago 39, 


Univ. of кра, Staunton Clinic, 


. 
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Edwalds, Robert M., Galesburg State Hosp., Galesburg, Ш. 
Fang, Ái Ding, Vå Hosp., Perry Point, М4. 

Farrell, Mark P., Jr., 215 Petroleum Bldg. Casper, Wyo. 
pall е, Theodore Herzl, 240 East 76th St, New York 21, 


Flinn, Don E., School of Aviation Medicine, Brooks Air 
Force Base, Tex 
ster, p М. 1477 South Barrington Ave., Los Angeles 


aze, Max À., 2558 East Monta Pl., Muskogee, Okla. 
ашап Lowell Irvin, 907 South "Wolcott, Chicago 12, 


о Ben Allen, 1454 Summertime, Dallas 16, Тех. 

Gould, Russell L., Agnew State Hoso., Agnew, Calif. 

Green, Robert F., 27 Fruit St, Worcester 9, Mass. 

Gross, David P., Room 1816, 30 North Michigan Ave., 
Chicago 2, Ill. 

Haas, Adolph, Box A, Ypsilanti, Mich. 

Halleck, Seymour L., University Hospitals, 1300 University 
Ave., Madison on 

Harr, Donald lc: 3. North 29th St., Billings, Mont. 

Hart, William T. 260 Crittenden Bivd., Rochester 20, N. Y. 

Hudson, Carlos Lee, 506 Boston Post Rd., Weston, Mass 

Hudson, Heber Scott, 504 East 17th Ave., Olympia, "Nash. 

Isaac, Robert Haines, 816 Fourth Er., Santa Rosa, Calif. 

Janis, Joseph C., VA Hosp. Tomah, Wis. 

ae Robert Freder: ch, 1209 East Madison Park, Chicago 15, 


Jones, Robert S., 2701 West 21st St, Topeka, Kan. 

Kenefick, Donald P., Medfield State Hosp. Harding, Mass. 

iuo Milton H., ‘Lynchburg Treining School and Hosp., 
olony, 

ра, Martha: 450 North Bedford Dr., Beverly Hills, 
ali 

Kit, Walter, 30 North Michigan Ave., Chicago 2, Ill. 

Krystal, Henry, 19210 Coyle Ave., Detroit 35, Mich 

Kuhn, Charles P, 651 East Lafayette, peus Js Mich. 

Kulick, Alan H., VA Hosp., Coatesville, Ра, 

Lachman, Jordan H., 34 West 10th St, New York сы N. Y. 

Law, Arthur Grego-y, Chief, Mental Hygiene Consultation 

Service, Fore Gecrge С. Meade, Md. 
Minen George Wenceslas, 2530 Eveningside Drive, Topeka, 


McCawley, Austin, 200 Retreat Ave., Hartford, Conn. 
McLean, Preston G., 1143 Fifth Ave., New York 28, N. Y. 
McPherson, Warren G., Jr, 20 North Michigan Ave., 
Chicago 2, Ш. 
BE Werner М. 11902 East Rosecrans Ave., Norwalk, 
Meza, Pedro, 706 Marlborough St, Detroit 15, Mich. 
Moore, Evan Gregary, 2367 Madison St Gary, Ind. 
Moss, Benjamin Fraser, Jr., 1423 Harper St, Augusta, Ga. 
abd George F., 41001 Seven Mile Rd., Northville, 
Mich 
Norgan, Anne F., 133 Waubascon Dr., Battle Creek, Mich. 
Notarius, Morton $. 429 Pan American Bank Bldg. Miami 


32, la. 
Nuckols, Frank J.. 247 Kent Dr., Birmingham 9, Ala. 
Ordway, John Amos, 7 Rural Lane, ушып 20, Ohio. 
Owens, Thomas Charles, Oak НШ В. D. No. 4, Dallas, Pa. 
Parmalee, Charles E., 5 Medical Square Bldg. 4 535 East 
First South, Sale Lake City, Utah. 
Ко Matthew Denwood, Ц. S. Army Hosp., Fort Belvoir, 


Perlin, Seymour, Certer for Advanced Study in the то 
Sciences, 202 Junipero Serra Blvd., Stanford, 

Pee bes W., 3200 North May Ауепсе, Oklahoma City 

А a. 

Piekenbrock, Thomas C., 1200 Main Srt, Dubuque, Іа. 

Platt, Victor Donald, 580 South State St, 4 Elgin, Ш, 

Reitmann, John H., Hastings State Hosp., Hastings, Minn. 

Roberts, Leigh M.. шеи Hospitals, 1300 University 
Ave., Madison 6, 

Robison, William P., 1423 Harper St, Augusta, 

uo Donald Campbell, 4951 McKean Ауе., ' Philadelphia 

а 

Rozanski, Jules, P. 'O. Вох 96, West Brentwood, М. Y. 

Sable, Arthur D., 2150 South Ridgeland Ave., Berwyn, Ш. 

Schramm, Theodore Adam, Medical Arts Bide. .. 1169 East- 
ern Pky., Louisville 17, Ky. 

он Charles Raymond, 18471 Haggerty Rd. Northville, 

ich 

Simmons, Abbort Philip, Brentwood Hosp., VA Center, Los 
Angelés 25, Calif. 

Smith, Jerome Allen, 1610 Great Plains Bldg., Lubbock, Tex. 

Smith, W. T., State Hosp., Milledgeville, Ga. 

Solon, Earl N., 700 North Michigan Ave., Chicago 11, Ш. 

A., 3000 Connecticut Ave., Washington 8, 


Starrett, David Edward, Uniy. of Colorado Medical Center, 
East Ninth Ave., Denver 20, 
Thomas, John B., 200 Parton Drive, Cheshire, Conn. 
Tippett, Donn L, 101 Maple St, Maywood, Ш. 
Tucker, Elizabeth Mackay, Box W, Newtown, Conn. 
Tunakan, Tahir Bclent, Nebraska Psychiatric Inst, 602 
South 44 Sc, Omaha 5, Neb. 


NEWS AND NOTES 


Vernon, Charles R., Univ. of North Carolina, Chapel Hill, 
N. C., Box 1020 

Vosburg, Robert Louis, Western precor Inst. and Clinic, 
3811 O'Hara, Pittsburgh 13, 

Walters, Orville S., 405 West one Urbana, 11. 

Welch, Victor Clifford, VA Hosp., Perry Point, Md. 

Wellhouse, James Lansing, U. S. Public Health Service Hosp., 
Wyman Park Drive at 31st St., Baltimore 11, Md. 

Wiemers, Eugene Lee, Utah State Hosp., Provo, "Utah. 

Ыы и William, Traverse City State Hosp., Traverse 

Wright, Harold L., Jr., 19850 Westhill, Northville, Mich. 


NEUROLOGY 


Бо че oat Pl Allen, 902 Hume Mansur Bldg, Indianapo- 

18 э, ind, 

Gerschwind, Norman, Neurology Een Boston VÀ Hosp., 
150 South Huntington Ave. Boston, Mass. 

Joynt, Robert James, University Hospitals, Department of 
Neurology, Iowa City, lowa 

Koenig, Harold, VA Research Hosp. 333 East Huron St., 
Chicago 11, Ш 

Loeser, Eugene W., Jr., Division of Neurology, University of 
North Carolina School of Medicine, Chapel Hill, N. C. 

Lormbroso, Cesare T., 28 Allerton Se., Brookline 46, Mass. 

Nelson, Dewey A., Professional Bidg, Wilmington 3, Dela. 

Rosenbaum, He Herbert E., 7393 Westmoreland Dr., University 

ity 30, Mo. 

Sanchez Longo, Luis P., Calle Wilson No. 1475, Santurce, 
Puerto Rico. 

Ch'eng, Leslie Yu-lin, Northern State Hosp., P. O. Box 309, 
Sedro-Woole;, Wash. 


PSYCHIATRY AND NEUROLOGY 
Dutch, Stephen J., Jr., 602 South 44th Ave., Omaha 5, Neb. 


Dr. Forer Heaps De Paur HosreirAr.— 
Dr. Justillien H. Foret has been appointed 
medical director of De Paul Hospital in 
New Orleans to succeed Dr. Walter J. 
Otis who died in June 1959. 

Dr. Foret, a graduate of Louisiana State 
University Medical School, had his psy- 
chiatric training at Worcester (Mass.) 
State Hospital, served five years as clinical 
director at Blythewood Sanitarium, Green- 
wich, Conn. and since 1952 as clinical 
director at De Paul Hospital. 


errata 


Cor. Grass RECEIVES THE GoncAs AWARD. 
—Col. Albert J. Glass, chief psychiatry and 
neurology consultant to the Army’s surgeon 
generals office, has received the Gorgas 
Medal for his pioneer role in preventive 
psychiatry. 

The Gorgas award, consisting of a silver 
medallion, a citation, and a check for $500, 
was presented during the annual dinner of 
the Association of Military Surgeons in the 
Mayflower . Hotel, Washington, D.C., No- 
vember 12, 1959. 

Dr. Glass, a veteran Army psychiatrist, 
is the 17th recipient of the Medal, presented 
annually for distinguished service in mili- 
tary medicine. The award is made by 
Wyeth Laboratories in memory of Surgeon 
General] William C. Gorgas, whose work 
in controllmg yellow fever made possible 
the construction of the Panama Canal. 
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In presenting the Medal, Dr. Robert 5. 


Warner, a member of the Wyeth medical' 


staff, stated that Dr. Glass’ studies during 
World War П and the Korean Conflict 
resulted in a substantial reduction in com- 
bat time lost by victims of psychiatric 
disorders. In the peacetime Army, his work 
has been credited with an all-time low 
in the number of men hospitalized with 
such disorders and the number of offenders 
imprisoned. : 

During World War II, Col. Glass was an 
Army division psychiatrist and in the 
Korean Conflict was chief neuropsychiatric 
consultant to the Far East Command. 

During his 18 years with the Army, Dr. 
Glass has been associated in executive 
capacities with the neuropsychiatric pro- 


grams of a number of Army hospitals, 
serving most recently as chief of the. 


neuropsychiatry department of Walter Reed 
Army Hospital. , 

His decorations include the Legion of 
Merit and the Bronze Star. 


ÁSSOCIATION FOR THE ÁDVANCEMENT OF 
PsvcuoANALxYsis, INc.—The Association an- 
nounces the eighth. annual Karen Horney 
Lecture to be given by Dr. David McK. 
Rioch, director of neuropsychiatry at Walter 
Reed Army Institute of Research. The title 
is "Recent Contributions of Neuropsychi- 
atric Research to the Theory and Practice 
of Psychotherapy.” The meeting will be 
held on March 23, 1960 at 8:30 p.m. at 
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Hosack Hall, at the New York Academy 
of Medicine, 2 East 103rd Street, New York 
City. 


NationaL Menta Hearta Resrarcd 
Funp, Canapa.—The Canadian Ment, 
Health Association, who have saz up this 
research fund, announce that a grant 


‘amounting to $22,500 for the ensuing year 


has been awarded to Rev. Dr. Noël Mail- 
loux, director of the Human Relations 
Research Centre in Montreal. Tbe smbject 
of investigation is the personality of Jelin- 
quent bcys with a view to ther proper 
treatment in custody. . 

Realizing that annual or biennizl govern- 
ment budgeting, by necessity, produces 
*project" or short-term research anc that 
uninterrupted work is also necessary in 
menta] health research, the Canacian Меп- 
tal Health Association voted in 1€57 to 
establish a fund to this end, sc that re- 
searchers cam work unencumbered by the 
uncertairty of annual budgets or red tape. 
Grantees are protected for the period egreed 
to (usually 5 years). Those who wish to 
devote a considerable period tc research 
in this field may apply by perscnal letter 
to the Director, The National Mental Health 
Research Fund, The Canadian Mental 
Health Association, 11% Spadina Road, 
Toronto 4, Ont. 

The general director is J. D. Griffin, 
M.D. ; senior staff, G. A. Gamble, E. John- 
stone, С. Rohn; consultants, С. M. Hincks, 
M.D., W. Line, Ph.D. | 


‘HABIT 


Habit is a cable ; we weave a thread of it every day, and at last we cannot break it.- 


-—Horace MANN. 


BOOK REVIEWS 


i m or Monars. Edited by Virgilius 
‚^ Ferm. (New York: Philosophical Library, 
— 1958, рр. 682. $10.00.) 


johnson says that morals (noun, without a 
singular) is "the practice of the duties of life ; 
behavior with regard to others." The Latin 
origin is mores which simply means manners. 
In common use morals is likely to, mean not 
simply manners but good manners, sometimes 
even with a reEgious overtone. The theoretical 
aspect of communal living is the province of 
the philosopher while the common practices 
of ethnic groups in their daily life fall to the 
anthropologist. It is he who observes the be- 
ginning of relizious beliefs and practices. 

This encyclopedia covers the whole range 
of human attitudes; it includes the doctrines 
of the major religions insofar as they do not 
over-emphasize supernaturalism “as over 
against the day-to-day existence of the natural 
order." The material of the book is contributed 


by 52 carefully selected authors from a dozen ` 


fields, philosophy being in the majority, with 
anthropology and religion or theology follow- 
ing. The leading colleges and universities of 
America are represented by this panel of 
writers. | 

The subject matter is arranged alphabetical- 
ly,, with many cross-references, thus assuring 
access to almost any topic about which the 
reader may: seek information whether it is 
given a separate alphabetical entry or not. 
Major topics and important personalities are 
given fairly extended treatment in their regular 
alphabetical order. ' 

Thus the first longer item, Aboriginals of 
N..Australia, is given 8 double-column pages. 
Then, after 101 title entries with references to 
topics under which the subjects are treated, 
follows a 12-paze article on Thomas Acquinas. 
Other longer items under A, are Aristotle (9 
pp.), Augustine (6 pp.), Aztec morals (4 pp.). 
If one wants tz find out about atheism, the 
title entry refers, curiously enough, to Spinoza 


(the “God intoxicated”), (8 pp.). Here we 


learn of Spinoza’s excommunication as a here- 
tic by the Jewish authorities in Amsterdam, 
and of the storm that broke over his head 
when he published his “blasphemous,” “god- 
` less" book, A Politico-Political Treatise, where- 
in he declared “that freedom of thought and 
speech not only may; without prejudice to 
piety and the publie peace, be granted ; but 
also may not, without danger to piety and 
the public peace, be withlield." Spinoza's mas- 
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terwork, The Ethics is also analyzed here. 
The last of the longer articles in this book 
deals, in 7 pages, with the morals of the Zuni 
Indians of the S. W. United States where the 
Spaniards found them in the early 16th cen- 
tury and where they still live—an area occupied 
by American Indians for the past 10,000 years. 
Ruth Benedict characterized the Zuni as “Apol- 
lonian,” followers of the middle way—modera- , 
tion 05. excess ; strict ritual vs. mystic ecstasy ; 
compromise vs. competition ; community wel- 
fare vs. individual exaltation. 
Professor Ferm has assembled a vast, amount 
of information in his Encyclopedia which will 
throw light on almost any subject in human 
experience in this field. It is an excellent book 
of reference, exemplifying the Johnsonian defi- 


nition of morals. By alphabetic accident the 


book begins and ends with societies called 


primitive or savage. Between these are dis- . 


cussed the mores of the partially ‘civilized 
peoples of the world, thus completing the 
picture of human society to date. 

| C. B. F. 


THE ANATOMY OF THE Nrnvous SYSTEM. 
Its Development and Function. 10th ed. 

^ By Stephen Walter Ranson, M.D., Ph.D. 
Revised by Sam Lillard Clark, M.D., Ph.D. 
(Philadelphia and London: W. B.. Saun- 
ders Co., 1959, pp. 622. $9.50.) 


Since this textbook first appeared in. 1920, 
it has held its pre-eminent place with students 
and teachers of neuro-anatomy. The present 
reviewer welcomes this opportunity of ac- 
knowledging his debt to Ranson as the book 
on which his undergraduate lectures have been 
based since 1923. 

The book has become a little stouter over 
thé years but, under Dr. Clark’s skilful guid- 
ance, this has been kept within bounds. This 
edition contains only 41 more pages than the 
previous 1953 revision. 

The chapter on “Meninges and Blood Ves- 
sels" has been expanded, mainly by 3 addition- 
al pictures, to emphasize the increasing 
importance of angiography and venography. 
Six electron micrographs have been.added to 
the chapter “Neurons and Neuroglia.” New 
material is also found in the "Rhinencephalon" 
and "Cerebral Cortex" chapters. 

The quality of both the black and white and 
the coloured illustrations is improved. 

" Eric А. LINELL, 


University of Toronto. | 
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GREGORY ZILBOORG 


IN MEMORIAM 


GREGORY ZILBOORG—A MEMORIAL 
1891-1959 


Genius, it is said, is intensity and its boon 
is to make its possessor independent of 
situations and able to think in large and 
varied categories. Also, in its turbulent car- 
eer genius is fated to excite emotional re- 
sponses in its beholders, among them ad- 
miration, usually unexpressed ; antipathy, 
usually openly expressed ; envy, disguised ; 
and occassionally loyalty and affection, 


which, when once called forth, are held 


deep and lasting. Gregory Zilboorg was of 
the species genius; he had all of its trap- 
pings and he called forth all the responses 
connected with it. When he died on 17 
September, 1959, American psychiatry lost 
one of its most brilliant, stimulating and 
colorful figures. 

Born in Kiev, Russia, in 1891, his was a 
veritable story book career. Before he was 
twenty-five years old, he had served two 
years in the medical corps of the Czar’s 
army, received a medical degree in St. 
Petersburg, participated in the Russian 
revolution of March 1917, become Secre- 
tary to the Minister of Labor in the Cab- 
inets of. Prince Lvov and Alexander Keren- 
sky, and been dismissed by the Bolsheviks 
following upon their successful coup in No- 
vember, 1917. Eventually, like numerous 
other intellectuals, he was hounded from 
Russian shores. 

Upon his arrival in this country, Zilboorg 
supported himself by lecturing, writing and 
translating for the theatre, while he studied 
medicine for the second time at Columbia 
University. The medical degree from Co- 
lumbia was granted in 1926 and he began 
his psychiatric career as a member of the 
staff of Bloomingdale, which is now known 
as The Westchester Division of the New 
York Hospital Не remained there until 
1931, with time out for psychoanalytic 
studies at the Berlin Psychoanalytic Insti- 
tute in 1929-30. From 1931 on he was en- 
gaged in the private practice of psychoan- 
alysis and psychiatry in New York City. 

To list Dr. Zilboorg’s contributions to 


Ы 


clinical psychiatry and the honors accorded 
him is an encompassing task. Among his 
major works should be mentioned his excel- 
lent studies of postpartum psychosis, of 
suicide, and of that form of chronic schizo- 
phrenic reaction which he designated "am- 


‚ bulatory schizophrenia." As testimony to 


his versatility and his capacity for thinking 
in varied categories, the  lectureships 
awarded him were diverse and numerous. 
To mention but a few, he was Noguchi lec- 
turer at Johns Hopkins University in 1935, 
Associate in Psychiatry at Catholic Univer- 
sity, 1944-46, Gimbel lecturer at thé Univer- 
sity of California in 1947, Issac Hay lecturer 
at Yale University in 1958, and first Aca- 
demic leoturer at the annual meeting of the 
American Psychiatric Association in 1957. 
Interspersed among: these were a number 
of lectures delivered in Paris, London, Ma- 
drid and Rome. 

In 1935 Zilboorg’s book The Medical Man 
and the Witch During the Renaissance 
appeared. Six years later his epoch making 
contribution, The History of Medical Psy- 
chology, was published and by means of it 
his place in the ranks of medical historians 
became assured. Then, in 1943, the brilliant 
work, Mind, Medicine and Man, was 
printed and one year later the Centennial 
Volume of the American Psychiatric Associ- 
ation, entitled One Hundred Years of Amer- 
ican Psychiatry, with Zilboorg as co-editor, 
took its place among the required readings 
of psychiatric literature. In 1953, as fruit of 
his Isaac Ray Lectureship award, his book 
The Psychology of the Criminal Act and 
Punishment was published. | 

In his hospital and teaching career Dr. 
Zilboorgs appointments and accomplish- 
ments were likewise diverse. He taught 


. psychotherapy at Butler Hospital, an insti. . 


tution which he loved and in which he had 
created the Isaac Ray Library. He held pro- 
fessional rank in several New York rredical 
schools and was Chairman of the Consult- 
ing Delegation on Criminology to the 
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United Nations. One honor which he held 
in high regard was the degree of Doctor of 
Science which was awarded him by the 
University of Dublin in Ireland in 1954. 

If it is true that capacity is but an apti- 
‘tude to receive, then Gregory Zilboorg had 
a capacity which was infinite, one which 
sought satisfaction by the mastery of the 
widest varietv of skills. He was a psychi- 
atrist, a psychoanalyst, a criminologist, a 
medical historian, a linguist, a brilliant lec- 
turer, and а writer of essays on psycho- 
logical and religious issues. He had a fa- 


cility for apt expression, an ability as а, 


phrase maker, апа a ready humor. Not con- 
tent with these accomplishments, he be- 
came an expert photographer, a craftsman 
with wood, an excellent cook, and a bibli- 
ophile. It is not without reason that Mora 
spoke of him as a “Renaissance Man.” 

It is interesting, as Mora also points out, 
that as he became older his introspective 
urge seemed to increase and his life became 
a progressive saga from outward interests 
(polities, drama) to psychological and so- 
cial interests (psychoanalysis, criminology 
and medical history) and thence, in the 
last few years of his activity, to that most 
internal of all interests, a profound concern 
with affairs of the spirit and religious and 
moral issues. Concomitant with this latter 
interest, he lectured extensively at Ford- 
ham University and Woodstock College in 
Baltimore and collaborated in the com- 
memorative volume for Pius XII in 1956 
and wrote several important papers dealing 
with religion and psychoanalysis. His vol- 
ume entitled Freud and Religion was pub- 
lished in 1958. 


IN MEMORIAM А 


[Jan. .' 


To see this complicated and brilliant man 
at his best, one should have seen him with 
his lovely wife and the young family, of 
which he was so proud. Or perhaps one 
migbt have caught glimpses of him in quiet 
conversation in out of the way places—in 
restaurants in Europe, or in some place 
where the.klieg lights were off and the ten- 
sions removed. Whereas in the arena of 
psychiatric meetings he reacted with unbe- 
lieving and hurt surprise to those who 
challenged him, in the situations mentioned 
above his genius became apparent and a 
brilliant, warm, understanding and kindly 
man emerged. 

Upon his return from Europe in July, 
1959, his condition was diagnosed is in- 
operable. He knew about it and, with a 
quiet dignity, he set about to put his affairs 
in order. He was subdued by the imminence 
of death, but there were no complaints and 
no lamentations. This writer sat with him as 
his end approached and was moved by the 
clarity of his thought as he discussed var- 
ious philosophical problems and recounted ` 
how he, in his “rebellious Dostoyevskian 
fashion," finally arrived at his deep spiritual 
convictions. His last psychiatric concern 
was an admonition regarding the protection 
of psychologic test records of students from 


‘improper hands, for the student might later 


become the president of the university. 
Thus, this genius which found its own road 
and carried its own lamp through a tur- 
bulent career died serene and with a con- 
cern for the dignity of the individual and 
his right to privacy. 


Francis J. Braceland, M.D. 
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е То control agitation—a symptom thát 
cuts across diagnostic categories 
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Thorazine^, a fundamental drug in. 


brand of chlorpromazine 


psychiatry -Because of its sedative effect, "Thorazine' is 
x especially useful in controlling hyperactivity, irritability and hostility. 
i And because ‘Thorazine’ calms without clouding consciousness, 


the patient on ‘Thorazine’ usually becomes more sociable and тоге... 


receptive to psychotherapy. 
| | SMITH 
leaders in psychopharmaceutical research KLINE& 
FRENCH 


COMPREHENSIVE, 
THREE-LEVEL TREATMENT: 


OF DEPRESSION: 


AND ASSOCIATED ANXIETY . . 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 

with no risk of drug-induced depression ^ 
KELIEVES ASSOCIATED 

PHYSICAL TENSION 

by relaxing skeletal muscle 


1 


hypothalamus 


2 


thalamus and 3 
limbic system 
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Deprol. 


benactyzine 4- meprobamate 


2 confirmed efficacy 
и documented safety 
SUPPLIED: Bottles of 50 light-pink, scored tablets ‚ 


COMPOSITION: Each tablet contains 1 mg. benactyzine Ha .. 
and 400 mg. meprobamate 


e. 9 
(7) WALLACE LABORATORIES + New Brunswtck, N. J, 
TRADE-MARK e CD: sist 
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A Modern Psychiatric Institution 
in Montreal, Canada 





€ A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


€ On a foundation of dynamic psychotherapy, all other therapies аге 
used as indicated. 


© Fully accredited for the undergraduate training of residents, psy- 
chologists, social workers and nurses. 


€ Adequate supervision of the treatments program and therapeutic 
team by the psychiatrist in chief. 


CHARLOTTE TASSE, R.N. CARES, АШЫМ, EQ. 
z Scientific Director. 
BERNADETTE LEPINE R.N. Member of the “Société Française de Psy- 
President & Vice-President chanalyse." Certified in Psychiatry from the 
of the Board of Directors. College of Physicians and Surgeons of the 
Province of Quebec. 


rm жум moo p 
Е 25 k NE 
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Brochures and rates sent on request. 
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ALBERT PREVOST 


6555 Gouin Blvd. West, Montreal, P.Q. Phone FE 4-2440 
Founded in 1919 





NEURO-PSYCHIATRIC CENTER 
— ACCREDITED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS — 
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n your 
depressed 
patient 


remove the depression with new yer 
a true antidepressant Аа dil р 


brand of phenelzine dihydrogen sulfate 


rapidly effective — antidepressant response 
often within a few days; complete remission 
usually within 2 to 6 weeks, in 4 out of 5 
patients," | 

low toxicity —no significant reports of tox- 
icity to liver, blood or kidneys." ? 


НА PSO) t 


corrective—helps remove the depression, 
rather than merely masking the symptoms... 

. 5 ` . = 
restores the mild-to-deeply depressed patient 
without institutionalization and without re- 

1-10 T 
course to ECT in most cases." '* ; 
simple dosage—1 tablet З times a Чаў. . 

ч 


“са 





INDICATIONS: Mild to severe depressions, depressions 
associated with chronic diseases such as angina pec- 
toris and rheumatoid arthritis. Improves the depressed 
phase of affective (manic-depressive) psychosis, and 
relieves the depression of catatonic schizophrenics, al- 
though not affecting the psychosis per se. SIDE EFFECTS: 
Occasional postural hypotension and infrequent nau- 
sea, ankle edema, delayed micturition or constipation 
are managed by appropriate adjunctive therapy, or 
dosage reduction. posace: One tablet three times a 
day, After remission, reduce to a maintenance level of 
l or 2 tablets a day. SUPPLIED: Orange-coated tablets. 


x seachøcogtaining 15 mg. of phenylethylhydrazine pres- 


ы“, 


ent as the dihydrogen sulfate. Bottles о: 100. CAUTION 
Nardil should be withheld ог used with extreme cau 
tion where the patient has a history of liver disease o 
liver damage is present. Hypoter sive 


3atients shoulc 


be under close medical supervision. 


REFERENCES: 1. Sainz, A.: Ann. New York Асса. Sc. 40:780, Art. 3 (Sept 
17) 1959. 2. Thal, N.: Dis. Nerv. System 26:197 (Мау, Pt. 1) 19598 
З. Saunders, J. C., Kline, N.S., et ıl.: Am. J. Psychiat. -— 
116 :71, 1959. 4. Arnow, L. E.: Clinical Med. 5 1573, 

1959. 5. Dickel, Н. A., et al.: Clinical Med. 5:1579, | 
1959. 6. Dunlop, E.: Rhode Island. M. J. 42:656, 1959. 
7. Sainz, А.: Dis. Nerv. System 20:537, 1959. B. Sar- 
wer-Foner, G. J., et al.: Canad. M.A J. (in press) 
1959. 9. Hobbs, L. E: West Virginia M. J. (in press) 
1959. 10. Dunlop, Е. : Dis. Nerv. System (in press) 1959, 
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Жеш agent for parkinsonism 





«f. 


P 


brand of biperiden 


PARKINSON'S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. tc 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY = Sew SErsey 


(formerly Bilhuber-Knoll Corp.) 
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DREAMS AND PERSONALITY 
DYNAMICS 

edited. by Manfred F. DeMar- 
tino, Board of Cooperative Educa- 
tional Services, Onondaga County, 
New York. This unique volume, 
which represents a new milestone 
in the field of dynamic psychology, 
encompasses a wide variety of as- 
pects of the exciting and immensely 
important subject of nocturnal 
dreams. Nineteen well-known in- 
vestigators deal with such topics 
as the history of dream interpreta- 
tion and theory, sex differences in 
dream content, nocturnal sex 
dreams, children's dreams, typical 
anxiety dreams, etc. Publication 
date January 1960 


A PHARMACOLOGIC 
APPROACH TO THE STUDY 
OF THE MIND 
edited by Robert M. Feather- 
stone «and Alexander Simon, 
both of the University of Califor- 
nia School of Medicine, San Fran- 
cisco. "Faculty" for this unique 
symposium included forty basic 
medical scientists, psychiatrists, and 
physicians from medical centers 
throughout the United States. Fol- 
lowing a general discussion, these 
world authorities summarize and 
present new data on compounds 
that have popularly been called 
hallucinogenic compounds, tran- 
quilizers, and psychic energizers. 
Publication date December 

1959 


THE DYNAMICS OF 
PSYCHIATRIC DRUG 
THERAPY 
edited by G. J. Sarwer-Foner, 
McGill University Faculty of Medi- 
сте, Montreal. А conference on 
physiological, psychodynamic, psy- 
choanalytic, and sociological as- 
pects of the neuroleptic drugs in 
psychiatry. Five committee-units of 
experts present well-prepared work 
papers in specific areas of psy- 
chiatric drug therapy. Reflects the 
freshest knowledge and thought 
available on this dynamic subject. 
Publication date January 1960 








RESEARCH CONFERENCE ON 
THERAPEUTIC COMMUNITY 
edited by Herman С. B. Den- 
ber, Manhattan State Hospital, 
Ward's Island, New York City. 
This multiphasic study will long 
serve as a guide to psychiatrists 
and those in related fields who 
wish to set up a therapeutic com- 
munity. The discussion covers his- 
torical background, analysis of hos- 
pital structure, relations of ad- 
ministration to staff, staff to pa- 
tients, and staff to staff. Includes 
practical guidance on every phase 
of the enlightened operation known 
as a therapeutic community. Pub- 
lication date February 1960 





for 
Psychiatrists 


















CLINICAL MEDICINE AND 
THE PSYCHOTIC PATIENT 
by Otto Е. Ehrentheil ана 
Walter E. Marchand, oth of 
Veterans Administration Hospital, 
Bedford, Massachusetts. 1а an in- 
formal, narrative style the authors 
discuss the many problems encoun- 
tered in the practice о?’ medicine 
with psychotic patients ,and give 
practical recommendatioms for their 
solution. By recognizing that the 
symptoms and marifestariens of or- 
ganic disease in the psychotic pa- 
tient may and often do difer strik- 
ingly from those seen im general 
practice, Doctors Ehrentheil and 
Marchand have made г real con- 
tribution. Publication date April 

1960 
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PSYCHOANALYTIC CONCEPTS 
OF DEPRESSION 

by Myer Mendelson, University 
of Pennsylvania School of Medi- 
cine, Philadelphia. Doctor Mendel- 
son's book represents the first sur- 
vey comprehensive enough to place 
recent developments in -heory in 
proper perspective. He examines 
critically the evolution and present 
status of the psychoanabytic con- 
cepts of depression. In a f nal chap- 
ter the author reflects on the scien- 
tific workmanship of the body of 
psychoanalytic literature both from 
the point of view of its accomplish- 
ments and its failings. Publica- 
tion date May 1960 





A HISTORY OF PSYCHIATRY 

by Jerome М. Schneck, State University of New York, Coilege cf Medicine. 
Would you like to renew acquaintance with fascinating backgrounds of psy- 
chiatric endeavor? From primitive societies and archaic medicine right up 
to the present day? A special feature is the selection of new his-orical re- 
searches, opinions, and interpretations from recent articles in professional 
journals and their integration into discussions of major historical trends and 
achievements. Publication date February 1960 


CHARLES C THOMAS • PUBLISHER 


301-327 East Lawrence Avenue 


Springfield e Illinois 
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controls : 
г. the acute 
“. psychotic episode 


licits continuing 
cooperation 


EN promotes 
E ccessibility 





LITERATURE SUPPLIED ON REQUEST 


Sparine 





HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


References: 1. Frain, M.K.: J. Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. 2. Graffeo, A.J.: New 
York State J. Med. 58:2056 (June 15) 1959. 
3. Lesse, S.: Am. J. Psychiat. 113:984 (May) 1951. 
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Wyeth Laboratories, Philadelphia 1, Pa. 





A Century of Service to Med cine 





NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


vidil obamate) now availa v 
in 400 mg. continuous release cies 





Meprospan. 400 


к. JUST ONE CAPSULE 
E AÀ LASTS ALL DAY 
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Meprospan- 400 


MILTOWN" continuous release capsules 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular 
tension without causing depression 


e does not affect autonomic function 


e does not impair mental efficiency, 
motor control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 
Available: Meprospan-400, each blue 
capsule contains 400 mg. 
Miltown (meprobamate) 
» Meprospan-200, each yellow 
è capsule contains 200 mg. 
Miltown (meprobamate) 
Both potencies in bottles of 30. 


7 WALLACE LABORATORIES, New Brunswick, М. 7. 


CME-8429 
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| OMPAZINE' and ECT ^: - 


1 


brand of prochlorperazine \ 
dm 


EFFECTIVE COMBINATION T 


‘Compazine’ can allay the anxiety and apprehension attendant 


upon ECT. ‘Compazine can also help reduce the excitement, В 
agitation and confusion that may be induced by ECT. 
Clinical experience has shown that ‘Compazine’ does not . 


increase the likelihood of untoward reactions to ECT. 


Smith Kline & French Laboratories 


leaders in. psychopharinaceutical research 








BOOKS 






A significant contribution 
fo contemporary psychology 


LEARNING THEORY and BEHAVIOR 


Ву О. HOBART MOWRER, Professor 
of Psychology, University of Illinois 


From the Preface . . . 


"Even some professional psyc apang ан would agree with an opinion recently expressed 
to the effect that ‘all this work on learning is a maze of crucial experiments, none of 
which is ever quite confirmed and any one of which almost certainly has been contradicted’. 


“If, however, one takes a safficiently long view of the field, movement of an unmistak- 
able and meaningful kind is apparent. It is the purpose of this book to trace and inte-pret 
this movement.” 


Offers an historical and logical synthesis of the field 


In this book, Professor Mowrer has combined recent experimental findings wick the 
valid parts of earlier theories of learning so as to evolve a new, unified conceptual 
scheme of greater scope and power than any which has previously appeared. This work, 
not only provides the reader with an understanding of the historical dimension of the 
field, it also presents him with an important new theoretical framework which will 
doubtless have a significant effect on the future development of modern psychology in 
general and the psychology of learning in particular. Moreover, in view of the impor- 
tance which re-education and re- learning have assumed in psychotherapy and the hos- 
pital treatment of emotionally disturbed persons, it is apparent that the new conception 
of learning which Professor Mowrer presents in this book can readily and meaningfully 
be related to clinical problems and practice. 


1960. Approx. 520 pages. Prob. $5.75 


Send for an examination copy today. 


JOHN WILEY & SONS, Inc. 
440 FOURTH AVENUE NEW YORK 16, N. Y. 
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Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


* . * Adults: 4 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE LABORATORIES • Division of Hoffmann-La Roche Inc e Nutley 10, N.J. 
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| | Hate psychotherapy in the emotionally disturbed child? and to enable 
. him Јо lead a stable life during such therapy, adjunctive treatment with PROZINE 
is often advantageous. In reporting on 176 disturbed children who received PROZINE, 
Ehrmantraut et al.! found that 85.8 per cent showed moderate to marked improve- 
=. ment in behavior reactions and adjustment to institutional care. 


й Рколме, designed for the treatment of moderate to severe emotional distu rbances, 
€ X ^ . . . . 
. helps control psychomotor agitation as well as anxiety and tension. 
l. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
E . Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 





meprobamate and promazine hydrochloride, Wyeth ш Р 


SPECIFIC CONTROL THROUGH DUAL ACTION 


"Trademark 








on US. Savings Bonds 


The Treasury explains why the new ones you buy 
and the ones you own now are better than ever 


Q: How does the new 334% interest rate 


А: 


benefit me? 


With Series E Bonds, this rate turns 
$18.75 into $25.00 fourteen months 
faster than before. Your savings 
increase faster, because your Bonds 
mature in 7 years, 9 months. 


With Series H Bonds, the 10-year 
maturity period stays the same but 
more interest is paid you each six 
months. With both E and Н Bonds 
the new rate works out to 215€; for 
the first year and a half; then a guar- 
anteed 4€; each year to maturity. 


Q: When did new rate go into effect? 


A: 


June 1, 1959. 


Q: Does the new rate change the Bonds 


A: 


I bought before June 1, 1959? 


All older E and H Bonds pay more 
now—an extra №% from now оп, 
when held to maturity. 'T'he increase 
takes effect in the first full interest 
period after June 1. 


Q: 





: When my E Bonds mature, will they 


keep on earning interest? 


: Yes. An automatic 10-year extension 


privilege went into effect along with 
the new interest rate. This means 
your E Bonds will automatically 
keep earning interest after maturity. 


: With the new interest rate, should I 


cash my old Bonds to buy new ones? 


: No. The automatic 4% increase 


makes it unnecessary—and in al- 
most every case it is to your advan- 
tage to retain your present Bonds. 


: How safe are U.S. Savings Bonds? 
: Savings Bonds are an absolutely 


riskless way to save. The United 
States Government guarantees the 
cash value of your Bonds will not 
drop, that it can only grow. 


What if my Bonds should be lost, 


stolen or destroyed? 


: If anything happens to your Bonds 


they are replaced —free. 


YOU SAVE MORE THAN MONEY WITH 


U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this magazine for their patriotic donation. 
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” Karacan, l.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 


once a day 
dosage for 
the psychiatric 
patient 





$* Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1:2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previous y refrac-: 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiaz ne deriv- 
atives have been reported.!? Less common effects have been hypotensior,* drowsi- 
ness,» agitation, restlessness,^ and апогехіа.6 Side effects have disappeered with 
reduced dosage or temporary discontinuance of the drug.? 9/6 ^ ‘prouixiny 1$ A scu ВВ TRADEMARK 


Dosage: Optimum dosage levels vary from patient to patient and rnust be de- SQUIBB gre 


LS 






termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, l.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L. Clin. Res. Notes 2:8 (Aug.) 1959. 3. 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and 


Ч RELIABILITY А; 






Squidb Quality— 
the Priceless 
Ingredient 


‘UNIFORMITY 





(Aug.) 1959. 6. Weiss, 1.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: 
Clin. Res. Notes 2:10 (Aug.) 1959. 
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Cf, ЖУЛ Син i DA 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 
For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
К ш Fully Accredited 
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=== Sleyster Hall 


ONE OF 14 UNITS 











Keep and protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please adc 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 

New York 20, N. Y. 

WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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The patient who 
responds best to | 
your skill is the 
patient in whom 
anxiety and tension 
don't interfere 


with your treatment, 


EQUANIL^ 
meprobamate 


3 
Philadelphia 1, Pa 
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У 





tranquilization 


greater specificity 
tranquilizing action 
divorced from such 
“аі #иѕе’’ effects as 
anti-emetic action 


—explains why 


РА КУ М мт 


THIORIDAZINE HCI 


'Thioridazine [MELLARIL] is as effective as the best available phenothiazine, but «with 
appreciably less toxic effects than those demonstrated with other phenothiazines. ... This 
drug appears to represent a major addition to the safe and effective treatment of a wide 
range of psychological disturbances seen daily in the clinics or by the general praciitioner.’” 





a new advance in tranquilization: 
greater — of tranquilizing action results in fewer side effects 


The presence of a thiomethyl radical (8-СН,) is unique 


— | TORRENS : у in Mellaril and could be responsible for the relative 


absence of side effects and greater specificity of 
psychotherapeutic action. This is shown clinically by: 





нс! 





CH; 


1 A specificity of action on certain brain sites in contrast to the 
more generalized or *'diffuse" action of other paenothiazines. 
This is evidenced by a lack of appreciable anti-emetic effect. 


MELLARIL 










PSYCHIC RELA 


DAMPENI 
SYMPATHETI 
PARASYMPA 

NERVOUS 


А inimal suppression of vomiting 


ittle effect on blood pressure 
nd temperature regulation 








LO 


Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


9 A notable absence of extrapyramidal stimulation. 


ng suppression of vomiting 






parasympat x | pening of blood pressure ә . . . 
| Д, Lack of impairment of patient's normal drive and energy. 


nervous sy temperature regulation 
athar D Virtual freedom from such toxic effects 
phenothiazine-type as jaundice, photosensitivity, skin eruptions, 
tranquilizers 


blood forming disorders. 


ADULTS: Menta! and Emotional Disturbances: 
MILD —where anxiety, apprehension and tension are present 10 mg. t.i.d. 


MODERATE- where agitation exists in psychoneuroses, 25 mg. t.i.d. 
alcoholism, intractable pain, senility, etc. 


SEVERE- in agitated psychotic states as schizophrenia, manic 

depressive, toxic psychoses, etc.: 
Ambulatory 100 mg. t.i.d. 
Hospitalized 100 mg. t.i.d. 





Mellaril Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeldg А. M.: Scientific Exhibit, American Academy E 
of General Practice, San Francisco, April 6-9, 1959 


B А SANDOZ 





- - Tofranil a th 


brand of imipramine HCI 


umoleptio к 


Specific in Depression Е 


P 


е 


does 


Produce remission or improvement in 
70-85 % of cases 





Act effectively in all types of depression 





Afford equally good results in severe 
as in mild cases 





Achieve therapeutic benefit with minimal risk of 
serious side reaction 





Indications for Tofranil include: 


" e А . " А е 
Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Depres- . 


sion, Depression associated with other Psychiatric Disorders. 
| 


Availability: Tofranil (brand of imipramine НСТ) tablets of 25 mg. bottles of 100* Ampuls  * 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. " А ч 
2 | › 

ә ‚ / 


= . № о 2 
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-not а MAO inhibitor - 


A 


= 





does not 


Inhibit monoamine oxidase either 1n 
brain or liver with its associated risks 







Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 







Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 





The efficacy of Tofranil is attested by more than 50 
published reports and confirmed by clinical experi- 





ence in more than 50,000 cases. / 
t 
: \ Detailed Literature Available on Request. 
‚ 13759 4 jh (ету Geigy, Ardsley, New York 
o е wo 





е 
A 
FOR FLEXIBLE 
INSTRUMENTATION 
INCORTICOGRAPHY 
e Completely universal and extendable 
arms and electrodes 
,,,. Write for e Up to 20 electrodes 
descriptive literature | (pp y 
and prices on: e Easily removable individual 
ELECTROMYOGRAPHS electrode assemblies 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS e Fully autoclavable 
тшс. e Spring mounted spherical 
SHOCK THERAPY EQUIPMENT silver electrodes 
MEDCRAFT ELECTRONIC CORP. 
designers and manufacturers of diagnostic — 
and therapeutic equipment for the medical profession ~ 


3 426 GREAT EAST NECK ROAD, BABYLON, N.Y. " 


TEL. MOHAWK 9-2837 ADDRESS MAIL TO BOX 1006, BABYLON, М. У. 
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Announcing 


THE 1960 - LIST OF FELLOWS AND MEMBERS 
OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


WILL BE AVAILABLE IN FEBRUARY, 1960 


Orders accepted now . . . Please enclose check with your order to facilitate 
prompt handling. 


$2.00 — for Members of the Association 


$3.00 — for Non-Members (order subject to approval ) 


Order from: 


American Psychiatric Association 
1270 Avenue of the Americas, Rm. 1817 
New York 20, New York 


for the breath 

of life in 

electroshock therapy 
...the AMBU* 

resuscitation and 

suction kit 


e Hand operated Resuscitator for safe, 
efficient ventilation—with room air or 
oxygen 


e Foot operated suction pump for safe 
aspiration of the airway 


ө No electricity required 


Write for descriptive folder to 
Air-Shields, Inc., Hatboro, Pa. 


AIR-SHIELDS, INC J ® 


Hatboro, Pa. 
*Trademark 4 
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John Dollard and Frank Auld, Jr. 


SCORING HUMAN MOTIVES 2 


A Manual — 





























А е 
Two noted psychologists present a method for studying the psycho- 
therapeutic process, designed to measure growth, change, and pro- 
gression with the patient and the evolution of the relationship 
between patient and therapist. This manual gives instructions for 
coding each "unit" (usually a sentence) of a psychotherapeutic 
interview, ascribing to each unit the conscious or unconscious moti- 
vation behind it. 
Sound recordings from actual cases have been transcribed, enabling 
the reader to trace for himself the series of steps from raw data 
through scoring. Hundreds of illustrations of the scoring are given 
in the instructions, and there are two complete interviews for prac- 
tice scoring. 
This remarkable book makes accessible for scientific analysis what 
was once a matter of untested opinion. $9.50 
^ . 2 „№ 
Yale University Press New Haven, Connecticut 
B 
SIX COMPREHENSIVE PROGRAMS: 
e Observation and Diagnosis e Custodial Care 
e Education and Training e Summer Program d 
e Residential Supervision e Psychiatric Treatment Center 
The Training School at Vineland, New Jersey is a private non-profit residential center 
for the care and treatment of mentally retarded boys and girls two years and older with 
a mental potential of six years. Outstanding professional staff conducts electroencephalo- 
graphic, and neurclogical examinations; individual psychiatric, physiological, and speech 
studies and therapies. = 
Self-help is stressed. The children are given formal classroom instruction and 
encouraged to develop practical habits, attitudes and work skills. The educational pro- à 
gram aims at maximum development. , 
The children enjoy homelike surroundings in attractive cottages on a 1600-асге =, 
country estate. Facilities include a private hospital, school, lake, swimming pools and a — 


working farm. The Training School Research Laboratory is famed for continuous study 
of causes, prevention and treatment of mental retardation. Established 1888. Full infor- 
mation will be furaished on request. Write: Registrar, Box N. 





Ihe Bus Headed South 
Leaves at 8:50 Tonight 


In its baggage compartment is a locked pouch which 
will arrive in New York at 4:30 tomorrow morning. 
Allied Messenger Service will pick-up the pouch at 7:30 
and deliver all of its contents by 9:30. 


Page proofs, advertising proofs, and gallev proofs will 
be in the hands of thirteen publishers and editors at 
the start of the working day. Advance advertising 
copies of magazines, and cuts to be returned by the 
printer, reach production departments earlier if 
necessary. 


This daily cycle will begin again at 4:30 the same 
afternoon when the messenger service will pick-up 


dummy pages, original copy, and engravings. 


The trip north will be aboard the train which arrives in 
White River Junction, Vermont at 7 o'clock the next 
morning. The printer will handle most of the material 
received and return it aboard that 8:50 bus tonightz ' 


Dartmouth Printing Company 


Hanover, New Hampshire 





Pioneering A Planned Printed Package For Trade Publicctions 
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Lift the depression with Marplan. Therapeutically, 
Marplan is a new, more active amine oxidase regulator. 
Clinically, it is safer. Medically, it represents a major 
breakthrough in the chemotherapy of depression. 
Marplan has been evaluated by some 300 investigators 
who reported its use in more than 4000 patients. Ве- 
sults have been impressive — frequently dramatic, and 
side effects have been markedly fewer and less severe. 
Indications range from moderate to severe psychiatric 
disorders with associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable as an 
adjunct in psychotherapy to facilitate the patient's re- 
sponsiveness. Complete literature giving dosage, side 
effects and precautions is available upon request and 
should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, G. F. Hess and M. G. Hoermann, 
Dis. Nerv. System, 20:269, 1959. 2. W. B. Abrams, A. Bernstein, V. D. 
Mattia, Jr., В. J. Floody and L. О. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 3. Ве- 
ports on file in the Department of Pharmacology, Roche Laboratories. 
4. Clinical reports on file, Roche Laboratories. 5. L. O. Randall and R. E. 
Bagdon, Dis. Nerv. System, 19:539, 1958. 6. W. Hollander and R. W. 
Wilkinson, in J. H. Moyer, Ed., Hypertension, Philadelphia, W. B. Saun- 
ders Co., 1959, p. 399. 7. R. W. Oblath, paper read at American Therapeu- 
tic Society, 60th Annual Meeting, Atlantic City, М. J., June 6, 1959. 
8. I. Kimbell, paper read at Cooperative Chemotherapy Studies in Psy- 
chiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 
1959. 9. L. Alexander and S. R. Lipsett, Dis. Nerv. System, 20( Suppl. ) :26, 
1959. 10. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:(3), 820, Sept. 17, 1959. 11. S. L. Cole, paper read at American Thera- 
peutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
12. L. O. Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, 
Ill., May 8, 1958. 13. О. Resnick, Ann. New York Acad. Sc., 80:(3), 726, 
Sept. 17, 1959. 14. G. Zbinden and A. Studer, ibid., p. 873. 15. T. R. Robie, 
Dis. Nerv. System, 20:182, 1959. 


MARPLAN 1": — 1-benzyl-2-(5-methyl-3-isoxazolylcarbonyl )hydrazine ROCHE® 


arplan 





ZIA] ROCHE 
LABORATORIES 
Division of 
Hoffmann-La Roche Inc. 
Nutley 10, М. J. 


achieves a happy W balance of potency/safety 
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Plone: WINDSOR HOSPITAL 


i istablished 
A Non Profit Corporation Establis 


CH 7-7346 ¢ 
nee CHAGRIN FALLS, OHIO "ad 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. NICHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 








“CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M.D., Clinical Director 
OTTO A. WILL, JR., M.D., Director of Psychotherapy 
DONALD L. BURNHAM, M.D., Director of Research 







CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M.D. 
JOHN L. CAMERON, M.D. ROBERT W. GIBSON, M.D. 
JOHN F. FORT, JR., M.D. MICHAEL A. WOODBURY, M.D. 











ASSOCIATES 
CHARLES A. BAKER, M.D. CLARENCE С. SCHULZ, M.D. 
CLAY F. BARRITT, M.D. HAROLD F. SEARLES, M.D. 
MILTON G. HENDLICH, M.D. JOSEPH H. SMITH, M.D. 
JOHN S. KAFKA, M.D. BARBARA 5. ЗОКОГОЕЕ, М.О. 
BERL D. MENDEL, М.О. WILHELM P. STIERLIN, M.D. 
CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D. 
PING-NIE PAO, M.D. NAOMI K. WENNER, M.D. 






CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 













ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 Date 
NEW YORK 20, NEW YORK 


Enclosed herewith is $ ............ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ............ Number 2:22. 


AME улын азбыз d NR medie оао rfe ep Up e qoid En Nep son v Mod rs di Na 


ADUDBESS rude dest Edo REX на а не ыл айа сые Жайка рал Ы Mq as ee cedures 
о ЕЕ оао ча Бен b eub e o 


Subscription $12.00 a year ог Бу the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.5Q extra. New Volume began July 1959 issue. 
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S үү E. 
on the Ulf of Merito 


A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies * Large Staff 
Trained for Team Approach * Supervised Recreational Program 





Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, М.О, 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA • VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Аза. 


Founded in 1904 


HIGHLAND HosPITAL, 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, МО. 
Clinical Director 
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HALL-BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter Р. Barbara, Ph.D. 






THE: BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


lae 


Di Frances M. King, formerly Director of the Seguin School References 
irector$ / Catherine Allen Brett, М.А. Telephone Dingmans Ferry 8138 
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THE BROWN 
SCHOOLS 


FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation since 1940, has 
facilities for the private residential treatment of 
emotionally disturbed children and for the educa- 
tion of retarded children of all ages. 
Specialists on our staff in psychiatry, psychology, 
medicine, social work, speech pathology and spe- 
cial education assure a well-rounded approach to 
problem of the exceptional child. 

even different suburban and ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 

We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particular 
information you desire. 










Extension of the reduced subscription rate 















of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- ) 
CHIATRY has been authorized to include 
medical students ; junior and senior internes ; 
first, second, and third year residents in train- 
ing ; and graduate students in psychology, psy- 


chiatric nursing, and psychiatric social work. 


In placing your order, please indicate issue 


with which subscription is to start. 
Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


Please write: 


Mrs. Nova Lee Dearing, Registrar 
P. O. Box 4008 D 


Austin, Texas 


1270 AVENUE OF THE AMERICAS 


New Уокк 20, NEW YORK 
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* : BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Bostor 

е 
| For the treatment of 
~ чү" | - 

psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-thecapy under 

direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalograpay. 


E. JAMES ВкАрү, M. D., Medical Director 
C. F. RICE, Superintendent 


FRANCIS A. O'DONNELL, M. D. RICHARD L. CONDE, M. D. 
ROBERT W. Davis, M. D. Н. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


MAfair 2-1200 
Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. Al. other 
accepted therapies are available. | 


Н.Е. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
МЕ 6-1185 — МЕ 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 
High Standards of Psychiatric Treatment . . . . . . Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited bv Joint Commission on Accreditation of Hospitals 


G. CnEswELL Burns, M.D. HELEN RisLow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscAR ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 
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Established FALKIRK HOSPITAL 1889 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 


Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 


Member N.A.P.P.H. 


fully approved by Central Inspection Board of APA 
accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. PERCY E. RYBERG, M. D. 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. О. WorrrEe, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 





In 8 out of 10 patients | 

_ Complete Control of 
| Grand Mal Seizures | 
| 
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BRAND OF PRIMIDONE 


wide margin of safety 
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Composite Results of 20 Clinical Studies 


Results in 262 epileptic patients when “Mysoline” was used alone. 


Type of Number of | Completely 50-90% <50% 
Seizure Patients Controlled Improved 
Grand Mal 214 172 (80%) | 15(7%) 27 (13%) 
Psychomotor 29 19 (65%) 10 (35%) 
Focal Jacksonian 19 19 (100%) 


Results in 835 epileptic patients who had failed to respond success- 
fully to other anticonvulsants. “Mysoline” was added to current 
medication which, in some cases, was eventually replaced by 
“Mysoline” alone. 


Type of Number of} Completely 50-90% <50% 

Seizure Patients Controlled Improved 
Grand Mal 613 175 (28.5%) | 253 (41.29%) |185 (30.3%) Е 
Psychomotor 130 10 (7.7%) 65 (5095) 55 (42.395) ` 
Focal Jacksonian 92 14 (15.2%)| 36 (39.1%)| 42 (45.7%) 


The dramatic results obtained with ‘‘Mysoline’’ advocate its use as first 
choice of effective and safe therapy in the control of grand mal and 
psychomotor attacks. 

SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


LITERATURE AND BIBLIOGRAPHY ON REQUEST 





+ "Mysoline'" is prece in the " United States by arrangenient with Imperial Chemical indus tries, “Ltd. 





Therapeutic Education? 
Individual Therapy? 


Environmental Therapy? 


At Devereux these stock expressions refer to the translation of multi-disciplinary evalu- 
ations into an hour-by-hour schedule in which activities, peer or adult associations, and 
settings are regulated according to a child's particular needs. 


Devereux does not offer a program into which a child must fit, but for each child 
designs and redesigns a program with rehabilitation in view. Each child accepted is 
placed in a unit with its own home, school, recreational area, and staff, separate from 
units serving children with differing problems. The successes which students experience 
as a result of careful planning of all phases of their life are crucial to the goal of 
promoting physical, sociol, intellectual, emotional, and spiritual growth. Where indi- 
cated, special psychotherapies complement milieu therapy, which remains the cornerstone 
of the Devereux approach to treatment. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Lance Wright, M.D. 
Edwin H. Abrahamsen, M.D. F. Ellsworth Henry, S.T.D. 
Aurelio Buonanno, M.D. Milton Brutten, Ph.D. 
Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 
Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D. . 
William F. Haines, M.D. Michael B. Dunn, Ph.D. 
Robert L. Hunt, M.D. Shirley M. Jahnson, Ph.D. 
Richard Н. Lambert, M.D. John R. Kleiser, Ph.D. 
Leonardo Magran, M.D. Murray Levine, Ph.D. 
Joseph J. Peters, M.D. Henry Platt, Ph.D. 
Alvis J. Scull, M.D. Edgar A. Smith, Ed.D. 
Jacob S. Sherson, M.D. George Spivack, Ph.D. 
Albert S. Terzian, M.D. Herbert A. Sprigle, Ph.D. 
Walter M. Uhler, M.D. Anne Howe, M.S. 
Tirso L. Vinueza, M.D. Kenneth E. Evans, B.S. 
Psychoanalytic Consultants 
G. Henry Katz, M.D. Herbert H. Herskovitz, M.D. 
SCHOOLS 
/THE DEVEREUX FOUNDATION COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 
Devon, Pennsylvanta TRAI N | NG 
Santa Barbara, California Victoria, Texas 
f | RESEARCH 
HELENA T. DEVEREUX Professional inquiries should Бе 


addressed to John M. Barclay, Direc- 


Administrative Consultant 
tor of Development, or Charles J. 


EDWARD Г. FRENCH, РЬ.О. Fowler, Registrar, Devereux Schools, 

Director ее, ао western resi- 

, ents address Keith A. Seaton, Regis- 

WILLIAM B. LOEB trar, Devereux Schools in California, 
Treasurer Santa Barbara, California. 
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**There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with à minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases í 
with a tension сотропепи. 99 
Krantz, J. C., Jr: The restless à 
patient — А psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


^. A Miltown 


the original meprobamate, discovered and introduced by 
| i) WALLACE LABORATORIES, New Brunswick, N. J. 
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brand of thiopropazate dihydrochloride 


In chronic schizophrenia! 


the normalizing influence of 


Dartal became evident by 
a return to a quiet and 
normally active behavior, 
reduced aggressiveness and 
tension, lessened anxiety 
and delusions, and better 
subjective feeling in 81.5 
per cent of a series of 
fifty-four patients. 


All in this group had been 
refractory to shock therapy, 
hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 


® 
- "Рака! was preferred by 
dihydrochloride the patients to other 
methods of therapy because 
side actions were infrequent 


(occurring in 4 per cent); 
all side effects were 
readily reversible. 


[п another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 


7. Ferrand, Р. T.: Minnesota Med. 41:853 (Dec.) 1958. 


2. Edisen, С. B., and Samuels, A. S.: 


N 


А.М.А. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
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now... 
long-term tranquilizer 
therapy...without 
parkinsonism-like 

side effects 


TRANQUILIZER-INDUCED PARKINSONISM RELIEVED 
BY ‘KEMADRIN’ 


In the treatment of mental disorders, reduction or discontinuance of ataractic drugs 
because of extra-pyramidal dysfunction is often undesirable since the beneficial phar- 
macodynamic effect is also reduced or eliminated. A number of clinicians report that the 
symptoms of parkinsonism are indicators of the therapeutic effect of the phenothiazine 
or rauwolfia compounds. 

















B 


... Kemadrin has a definite place in the control and management of drug- 
induced parkinsonism. [n many cases it appears to be much more effective than 
the currently used antiparkinsonian drugs." 


Konchegul, L.: The Use of Kemadrin in the Treatment of 
Drug-induced Parkinsonism, M.Ann.of D.C. 27:405 ( Aug.) 1958. 


‘KEMADRIN’... 


Procyclidine Hydrochloride 
Available as: 5 mg., seored tablets. Bottles of 100 and 1000. 


Complete literature available on request. 
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ELIXIR ALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 16 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 
* 


ROCHE LABQRATORIES • Division of Hoffmann-La Roche Inc e Nutley 10, N. J. 
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Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JouRNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must 5e 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. d 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections їп Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in а terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, Н. Н.: Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R.: Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the Editorial Board. 

The subscription rates are $12.00 to the volume : Canadian subscriptions $12.50 ; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. Copyright 1959 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 


Editorial communications, books for review, and exchanges should be addressed to the Editor. 
Dr. Clarence B. Farrar, 216 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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mm Montreal, Canada 
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© А non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


€ On a foundation of dynamic psychotherapy, all other therapies arc 
used as indicated. 


e Fully accredited for the undergraduate training of residents, psy- 
chologists, social workers and nurses. 


@ Adequate supervision of the treatments program and therapeutic 
team by the psychiatrist in chief. 


CHARLOTTE TASSE, В.М. CAMILLE LAURIN, M.D. 
Scientific Director. 


BERNADETTE LEPINE R.N. Member of the "Société Francaise de Psy. 


President & Vice-President chanalyse.”’ Certified in Psychiatry from the 
College of Physicians and Surgeons of the 


7; Oc . " 
of the Board of Directors Province of Quebec. 


Brochures and rates sent on request. 





ALBERT PREVOST 
6555 Gouin Blvd. West, Montreal, P.Q. Phone FE 4-2440 I. a = t. ae a 
, Founded in 1919 bse 


NEURO-PSYCHIATRIC CENTER 
— ACCREDITED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS — 
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ш psychoses мо chronic neuroses.. 
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accelerates bin peutic response 
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s l 
a phenothiazine with the’ : 
differences that count | 


in psychiatric therapy 'frilafon | 


perphenazine 





[n contrast to earlier phenothiazine derivatives, which cause sedation, psychomotor retardation, 
ncreased appetite and excessive weight gain...[TRILAFON] [ordinarily does] not produce trouble- 
оте sedation or psychomotor retardation in these patients.” * 

Available for psychiatric use as Tablets, Injection, Liquid Concentrate. Consult Schering literature for 
ndications, dosage and administration, precautions and contraindications. 


}-415 * Ayd, E. J., Jr.: New England J. Med. 261:172, 1959. 










"^. .COMPAZINE" and ECT 


brand of prochlorperazine 


EFFECTIVE COMBINATION 


‘Compazine’ can allay the anxiety and apprehension attendant 
upon ECT. ‘Compazine’ can also help reduce the excitement. 
agitation and confusion that may be induced by ECT. 


Clinical experience has shown that ‘Compazine’ does not 
increase the likelihood of untoward reactions to ECT. 


Smith Kline & French Laboratories 


leaders їп psychopharmaceutical research 


NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILLTOWN’ (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 





HIGHER POTENCY 


= 1 


FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
00 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


WW WALLACE LABORATORIES , New Brunswick, М. J. 


CME-8427 
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- SQUIBB ANNOUNCES 


once a day 
dosage for 
the psychiatric 
patient 


€ Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single caily dose, 
has been thoroughly demonstrated in clinical trials.?: 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short cr long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,* crowsi- 
ness,» agitation,/ restlessness,4 and anorexia. Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.? 9 "поим is a залез TRADEMARK 





Dosage: Optimum dosage levels vary from patient to patient and must be de- 

termined individually. Most patients may be maintained on 1 mg. — 5 mg. daily, P SRI SQUIBB 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and 
Karacan, l.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 
(Aug.) 1959. 6. Weiss, 1.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: 
Clin. Res. Notes 2:10 (Aug.) 1959. iu 








tranquilization 


greater specificity 

of tranquilizing action 
—divorced from such 
“diffuse” effects as 
anti-emetic action 

— explains why 


THIORIDAZINE HCI 


"Thioridazine [MELLARIL] is as effective as the best available phenothiazine, but with 
appreciably less toxic effects than those demonstrated with other phenothiazines. ... This 
‘drug appears to represent a major addition to the safe and effective treatment of a wide 
range of psychological disturbances seen daily in the clinics ог by the general practitioner.’”* 





<> anew advance in tranquilization: 
€ — of tranquilizing action results in fewer side effects 


The presence of a thiomethyl radical (8-СН,) is unique 


Ре? Y ү in Mellaril and could be responsible for the relative 





* HCI 


| 





absence of side effects and greater specificity of 
psychotherapeutic action. This is shown clinically by: 





CH; 


1 А specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. 
This is evidenced by a lack of appreciable anti-emetic effec-. 


MELLARIL 






inimal suppression of vomiting 


l ittle effect on blood pressure 
nd temperature regulation 








bo 


Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autoromi- 
nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 
Ang suppression of vomiting 


pening of blood pressure Д, 
temperature regulation 






Lack of impairment of patient's normal drive and energy. 


other 5 Virtual freedom from such toxic effects 
phenothiazine type as jaundice, photosensitivity, skin eruptions, 
tranquilizers 


blood forming disorders. 


Usual Starting Dose Total Daily Dosage Range 


10 mg. t.i.d. 
25 mg. t.i.d. 






Indication 









ADULTS: Mental and Emotional Disturbances: 


MILD —where anxiety, apprehension and tension are present 









MODERATE- where agitation exists In psychoneuroses, 
alcoholism, intractable pain, senility, etc. 






SEVERE- in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 





















Ambulatory 100 mg. t.i.d. 200-400 тє. 
Hospitalized 100 mg. t.i.d. 200-800 mc. * 
* 
Mellaril Tablets, 10 mg., 25 mg., 100 mg. e aN 
*Ostfeld, A. M.: Scientific Exhibit, American Academy š 
of General Practice, San Francisco, April 6-9, 1959 
{ SANDOZ 
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m —« 
ultra-short-actin | 
E ' 
relaxant á ECTINE" 
brand 
Succinylcholine Chloride 
Injection 60 Seconds After Injection JX 
• patient relaxed « shock given 
• modified clonic phase begins 
90 Seconds After Injection 180 Seconds After Injection 
• modified clonic phase ends • normal respiration returns 
(total time of shock procedure 
approximately 3 minutes average) F 





ra pid Comments from the literature: 


«...method of choice." 


relaxation Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


*. . . recommend its use.” 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


Га pid 114:698 (Feb.) 1958. 


^ 


“ . . treatment of choice.’ 


recove ry Michael, К. D., and Wunderman, D. C.: J. Nerv. & Ment. з 


Dis. 126:535 (June) 1958. 


«... irrespective of age. 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955, 71 


Complete literature available upon request. 


*'Anectine'" brand Succinylcholine Chloride 


Injection : 20 mg. in each сс., multi-dose vials of 10 cc. 





e 
BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
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new Noludar 300 


300 mg CAPSULES 


A good night's sleep can be described in many ways, but “natural” comes closest to 
the kind of sound, refreshing sleep your patients will enjoy when you prescribe new 
NOLUDAR 300. Prompt action ...unsurpassed safety ...6 to 8 hours of undisturbed 
rest... anda cheerful awakening without *hangover"—such is the quality of sleep with 
Мотордв. Well tolerated, non-barbiturate, non-addictive, virtually free of even minor 
side reactions. DOSAGE: Adults—One 300-mg 
capsule before retiring. Also available 

in 200-mg tablets for gentle hypnotic 

effect and 50-mg for daytime sedation. 










NOLUDAR®— brand of methyprylon 


ROCHE LABORATORIES + Division of Hoffmann-La Roche Inc - Nutley 10, New Jersey 
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in depression...positive and invaluable therapeutic results, but 


PLEASE po Nor reese Ca t ТОТ 


pheniprazine hydrochloride 


UNLESS s = а the cautions and provisions for the use of this drug can be consistently applied to the management 
of your patients. Г] We make this request now because our surveys indicate that in approximately 50 per cent of patients, 
prescribed dosege of CATRON is higher than recommended, or prescriptions are not limited to amounts small enough to 
insure frequent return of the patient for observation. Also, in some instances, therapy was unduly prolonged. Г] CATRON 
has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But because of the nature of MAO 
inhibitor therapy, your attention is directed to the extensive and useful instructions prominently displayed in our literature on 


CATRON, and repeated below. 


HOW TO USE CATRON: CATRON is a monoamine oxidase 
(MAO) inhibitor useful in the treatment of depression and 
of other disorders indicated below. It is recommended for 
use in carefully selected cases and in those patients who 
have not responded to the milder drugs. 

ADMINISTRATION AND DOSAGE: Dosage of CATRON must be 
individualized according to each patient's response. The 
initial daily dose should not exceed 12 mg. and should be 
reduced as soon as the desired clinical effect is obtained. 
In severe depressions some clinicians desire rapid results 
and begin treatnent with 24 mg. daily; this dosage should 
not be continued for more than a few days. A single daily 
dose in the morning is recommended. A continuous or in- 
terrupted schedule may be used, the latter during the 
maintenance period. 

DEPRESSION (Endogenous, Reactive, Postpartum, Involu- 
tional, and Depression Secondary to Schizophrenic or Neu- 
rotic Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then re- 
duced to 6 mg. daily. As improvement continues, mainte- 
nance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term therapy. 

ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of 
pain and elevation of mood may be dramatic. Victims of 
angina pectoris who respond in this manner should be cau- 
tioned against cverexertion induced by their sense of well- 


being. 

RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely 
disabling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reduc- 
ing further to 3 mg. daily on signs of improvement. If a 
conventional antiarthritic agent is used, lower doses of each 
are indicated. 

CAUTION: Certain circumstances should be watched care- 
fully when using CATRON. 

DRUG POTENTIATION —The list of drugs which CATRON po- 
tentiates is not yet complete. Hence, caution should be 
exercised when combining CATRON with any other drugs 
such as tranquilizers, phenothiazines, the amphetamines, 
' barbiturates, and hypotensive agents. 

HYPOTENSIVE EFFECT—AII normotensive patients receiving 
CATRON, but especially elderly patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit con- 
tinuation of therapy. 

VISUAL DISTURBANCES—A reversible red-green color defect 
has been reported in a few patients, chiefly hypertensives, 
on extended therapy with CATRON. Discontinue the drug if 
such changes occur. In a few instances, at unusually high 
dosage, or where the drug was not discontinued following 
color disturbances, diminished visual acuity occurred. 
ANIMALS, NEUROLOGIC SIGNS—In toxicity studies with ani- 
mals a neurolog c syndrome has been observed, character- 


ized by tremors, muscle rigidity and difficulty in locomotion. 
Animals displaying this visible neurologic syndrome after 
prolonged parenteral administration usually disclosed a 
neurologic lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessation of the 
drug. No lesions were found after oral administration. Al- 
though extensive clinical experience has not shown such re- 
actions to be a problem in humans in recommended dosage, 
should a similar neurologic disturbance occur, the possibil- 
ity of drug action should be considered. = 
SIDE EFFECTS —Major side effects requiring cessation of 
therapy are infrequent. Other side effects—constipation, de- 
lay in starting micturition, increased sweating, hyperreflexia, 
ankle edema, blurring of vision, dryness of the mouth—are 
usually readily controlled by lowering the dosage. Rash, ob- 
served in a few patients, cleared up rapidly upon discon- 
tinuing therapy. 
WARNING: Although pharmacologic evidence indicates that 
CATRON has a selectivity for the brain, it, as well as other 
monoamine oxidase inhibitors, may be associated with hepa- 
titis. Because of the possibility of this life-threatening 
hepatitis, the following recommendations and precautions 
should be observed. If necessary, the patient should be 
hospitalized to expedite adherence to this regimen. 
The Following Precautions Are Recommended: 
1. In all instances daily dose should not exceed 12 mg. 
2. Reduce daily dose as soon as response is established, 
usually in a matter of 1 to 2 weeks. 
3. Do not prescribe to a patient more than sixteen 6 mg. 
tablets or thirty-two 3 mg. tablets of CATRON at one time. 
4. Patient should return for observation before additional 
CATRON is prescribed. For this reason, prescriptions for 
CATRON should be marked “Not refillable.” 
5. Perform regular liver function tests. 
6. Do not use the drug in patients with a history of viral 
hepatitis or other liver abnormalities. 
SUPPLIED: CATRON is the original brand of pheniprazine hydro- 
chloride. It is supplied in tablets of 3 mg. and 6 mg., bottles of 50. 
IBLIOGRAPHY: (1) Agin, H. V.: The Use of JB-516 (CATRON) in Psychiatry, 
onference on Amine Oxidase LA New York Academy of Sci- 
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WHERE VITAL THINGS HAPPEN ' 


W. GREY WALTER, Sc.D.2 


The great honor of delivering this lecture 
is a very personal one, since Meyer was one 
of the first to recognise that physiology 
must itself evolve in order to encompass 
the problems of mentality, and so I may 
dare to assume that you as psychiatrists 
consider my particular brand of physiology 
sufficiently advanced to meet the exacting 
requirements laid down a generation ago 
by the man whose name we honor today. 

The title for this lecture is taken from a 
passage in a paper by Adolf Meyer on the 
scope and teaching of psychobiology(3). 

All the writings of Adolf Meyer are so 
full of scholarship, so well informed, so 
original, so passionately sincere—and so 
up-to-date that I could easily fob you off 
with a series of quotations from them—it 
is hard to find any subject related to mental 
activity and brain function that is not dealt 
with in some part of Meyer’s work. The 
particular passage from which I have taken 
my title is concerned with the integration 
of mental function and if you will permit 
me to quote further extracts, these will 
outline vividly for us the scope and purpose 
of this lecture. 


We must establish the habit of scrutinising 
the facts and factors . . . It is certainly not 
mere physiology. It 1$... thought of in settings 
for which physiology does not have any terms 
and for which it does not cultivate adequate 
. This requires experience with both 
facts and methods and this requires superfine 
practice and not mere “thinking” and reading 
and talking. Yet it is just this kind of function- 
ing which we may have to review . . . We 
must turn to where vital things happen, where 
they have their beginnings and. developments. 


And this is not so simple... 


lRead at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

? Director, Physiological Dept., Burden Neurologi- 
cal Inst., Stoke Lane, Stapleton, Bristol, Eng. 















I find some cause for bais and Net 3 
too in sharing with Meyer a mixture of 
European and American influences. Al- 
though our work paths moved ir opposite 
directions, our cultural plans are similar. | 
Like Meyer I have genetic roots in Switzer- UNE 
land and educational origins іп the Mid- 
West—though I have the additicral adv ni 
tage of having been born in the heart. Re 
America. Like him too I have a grea 
distrust for the tyranny of werds and | I 
echo with feeling his expostulation “Wh xil 
it comes to psychobiology, 1 w:sh it were : 
possible to get rid of the words and get. E 
the sense to unprejudiced readers." І sup- - 
port with enthusiasm his exhcrtation “It 
.is always wisest to pay attention to the 
* whole range of factors" but like him I can © 
see very clearly the colossal difficulties - 
that anyone who tries to see men steady _ 
and see them whole must overcome. En- - 
deavors in this field are not likely to attain | 
the critical mass for an explosion into front 24 
page glamour, nor can we easily attract by | 
horror by “nostalgie de la bcue," those who be 
have committed themselves irrevocably to 
what Meyer dismisses as “The imagined | 1 
cesspool of the Unconscious." T 

Perhaps the most encouraging amd re- _ 
assuring acknowledgment is the sentence E. 
found in one of Meyer’s diaries. which I 
can repeat with calm assurance—"I am glad . 
that I have decided to study the whole of ` 
Man.” 

During the 14 years that have pisi 3 
since the end of World War П, psycho- v j 
biology has developed beyond the hopes 
and expectations of the early pioneers. As 
always we must acknowledge tke powerful | 
and perpetual stimulus provided by t the . 
technological advances evoked ia ке. +. 
emergency. Equipment which we now con- к. 
sider conventional aed basic would have | $ 
been a crazy dreant 20 эз ago. With m 
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I. elaboration of apparatus We gone a vast 
— multiplication of research centers and 
: леа techniques. At the outbreak of 
= war in Europe there were perhaps half 
26 dozen tiny nuclei of psychobiological 
E: EL. scarcely worthy of the name lab- 
— oratory. Now there are hundreds scattered 
. all over the world, some concerned mainly 
— with the strictly clinical and urgent neces- 
sities of diagnosis and treatment, others 
. entangled more subtly with the delicate 
_ problems of individual behavior and social 
— relations envisaged by Meyer, never before 
E so clearly defined and so tantalisingly near 
. solution. 

eae As Meyer knew, this is certainly not mere 
_ physiology ; neither our training nor our 
inclinations have fitted us for this task, 
арі we know that we are entering a new 
domain with no credentials or passport 
М other than an insatiable hunger for self- 
_ knowledge and a limited capacity for self- 
discipline. The physiological laws on which 
_ we were nurtured do not run in this realm 
-where the individual is king, since they 
ignore idiosyncrasy. Nor can we rely on 
. the statistical conventions with which we 
Р have tried to overlay the doctrinal barriers 










between our disciplines, for these too are 
better adapted to the effacement of indi- 
_ vidual variations than to their clarification. 
What is the source of these difficulties? 
Why have our physiological excursions 
into the domain of mentality been so 
о crudely empirical or at the best intuitive 
and inductive? At the present time there 
is still not one single principle of mental 
_ physiology that can claim the status of a 
 matural law, in the sense that it receives 
universal acceptance and permits deductive 
prediction or extrapolation. 
bs The main theoretical difficulty is that the 
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classical methods of scientific study, т- 
herited by physiologists from their intel- 
_ Jectual forbears in the basic sciences, de- 
bond on the isolation of a "e variable 








К ш unidentifiable elements in complex micro- 
systems. Neither of these methods is di- 


Ae аар eie systems of бем adc 
_ ous elements, interacting freely with one an- 
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other through DNI us lk. the vast 
majority of which are quite inaccessible 
even to the most delicate probe. Human 
brains are, in the terms used by theoretical 
physicists "immense systems" and it is doubt- 
ful whether there are enough of them to 
permit generalisation. This may sound ab- 
surd—there are over 2,000 million human 
beings around us and surely, we may say, 
this constitutes a large enough population to 
yield a suitable sample. But this is not 
necessarily so. Let us consider the sort 
of system we are dealing with. You may 
have recognised the definition in the pre- 
ceeding paragraph "complex systems of 
heterogeneous elements interacting freely 
with one another through probabilistic 
links" as applying to human nervous sys- 
tems—it also applies of course to human 
societies. But what do we mean by complex, 
and what is the order of complexity ? Anat- 
omists tell us—and in this case we may 
believe them though their data are from 
material they describe euphemistically as 
"fixed —that there are at least 10,000 million 
neurones in our brains. This is not really 
a very large number by cytological stand- 
ards—less than the number of red cells in 
our blood stream—but what we have to 
consider is that these elements are inter- 
connected in various ways. The cells in 
our blood or skin, even in the other great 
internal organs, are working essentially in 
parallel, one may say : they are not in any 
useful sense a community. The relations 
between the cellular elements in other 
organs depend only on two factors, conti- 
guity and atmosphere, that is the nature of 
the fluids that nourish or control them. All 
cells have a climate and some degree of 
neighborliness, some participate in a serial 
fashion in functions such as movement or 
digestion, but only in the central nervous 
system do we find the texture of interlaced 
channels of communication that merits the 
term complexity. 

The effect of this inter-connectedness 
can be estimated numerically, with some 
reserve on the grounds of our ignorance, 
but with enough confidence to illustrate 
the scale of the psychobiological problem. 
Starting with a complex system containing 
only two elements and allowing only the 
minimal degree of structuring and quali- 










tative scope, we find that already we have 
to consider 7 possible modes of behavior or 
dynamic states. Perhaps it is worth repeat- 
ing an illustration I have given before of 
what this means in practical terms. Sup- 
pose that our two elements are not neurones 
in a nervous system but human beings, 
say a man and his wife forming a house- 
hold and that we play the role not of 
impersonal physiologist but of crafty bur- 
glar. Before we make our entry to this little 
system we must "case the joint” to see 
what possibilities exist. We shall note the 
following modes of existence in the house- 
hold; the zero mode O—when both hus- 
band and wife are asleep, mode A when 
the husband is at home alone, B—the wife 
alone; А, B—both at home but isolated 
from one another, A—B- both at home with 
the husband addressing his wife, A<~B— 
the same but (some would say more pro- 
bably) with the wife addressing the hus- 
band, and finally А=В—Фе same but 
with the couple in mutual converse. As a 
criminal objective we would recognise the 
first and last modes as most promising for 
our purposes. In the other modes either 
or both human elements would be attentive 
to outside stimuli, but in sleep—or death 
—and when preoccupied with each other, 
the two element systems cannot attend to 
external matters. Note that this variety of 
modes is established without recourse to 
external intervention. If we introduce this 
the difficulties increase very rapidly, as 
for example, when both elements are dis- 
tracted by a common external stimulus 
(watching television is the obvious anal- 
осу). In these circumstances again we may 
plan an unobtrusive entry. 

This little allegory may seem far-fetched 
to some of you, trite and trivial to others, 
but I think it is worth spelling out what 
we mean by complexity because it is a 
word that is often used casually and some- 
times as a pretext for defeatism in psycho- 
biology. The important point is that the 
complexity of our neural and social appa- 


.ratus can be estimated, so that, having 


appreciated the situation in terms of the 
strength of the opposing forces, we can 
more confidently plan our strategy and 
tactics for a better co-ordinated and more 
economical assault. 
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Clearly, we shall be wasting our time = 






if we try to attack such problems by a — — 
simple multiplication of conventional weap- — 
ons. Our losses in treasure and morale — 
would be too high and we should give ~ 


away our own position completely. This 


is a very serious problem in the design of — 


experiments, the interaction between ob- _ 28 


server and observed, and it is particularly 
insidious in situations where organisms 
attempt to study others of the same species 


—as psychiatrists know so well. The tech- E à 


niques of psychoanalysis have been criti- 


cised and ridiculed on many occasions and _ 


we must all admit that certain aspects of | 
them are open to ribald and satirical carica- 


ture. None the less the detachment and _ 


apparent indifference of the analyst, his | 


patience and carefully cultivated imper- 
sonality, which so enrage or discourage 
some patients, are derived from the labora- 
tory rather than the clinic, and are to be 
commended by all who claim a scientific 
education in detachment, patience, humili- 
ty and serendipity. 

In more sophisticated and modish terms, 
how are we to ensure that information 


flows from the complex system under seru- . 


tiny—the human being—to the observer, 
the clinician or scientist and not in the 
reverse direction ? As I have said, you as 
clinical psychiatrists achieve this by exper- 
ience and endurance. Your experience of 
patients tells you more about the likely 
behavior of patients than your patients will 
know of the behavior of psychiatrists. You 
have real case histories, they have only the 
comic strips and the public library. Your 
endurance ensures that you will outlast 


the longest silence and appreciate tne most. 


frivolous chatter. As well as these Fabian 
tactics you also have in reserve a variety 
of physical stratagems to soften up the 
taciturn and quell the garrulous. And all 


the time you can observe the subtle display | P 
of bodily changes, the gestures, fidgeting, ^. 


sighs and changes of color that provide 





the trained clinician with a running com- — 


mentary on his patient's state of mind and — d ; 
feeling. In all this, your clinical art, you + 


have a sort of information valve, a one = 


way rectifying and amplifying device that 


should bring you some understanding even | 3 


if it does not always “give you the power to 
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. . control or heal. And above all, you retain 
.— appreciation for the individual-you may 
- sometimes think something like "this is 
. typical of an endogenous depression" but 
° . more often you say “this is how this patient 
—.. shows that he is depressed.” 

.. . Now at last in our experimental work 
_ we are trying to emulate these faculties of 
.. yours, but we have some difficulties that 
you have not, and some resources which 
. you could not use. Where you communicate 
. mainly through language with all the am- 
— biguities and romantic overtones that this 
= implies, we try as well to include in our 
survey the patterns of electrical change 
— within the brain. Furthermore, accepting 
_ the importance and validity of the unre- 
_ hearsed and uncontrollable activities of the 
_ autonomic nervous system, we take pains 
_ {о record and correlate with all the other 
B dormation the changes in heart and lungs, 
skin and blood vessels, eyes and muscles 


"4 Т Баев of passion so well contained and dis- 
= eiplined by the well-drilled supervision of 
— the neo-cortical networks. 
d As you know, this mechanisation of our 
a scientific armament has involved the de- 
_ ployment of heavy pieces of technical artil- 
= lery. This apparatus again is, in effect, an 
- amplifying valve to direct and concentrate 
the flow of information from subject to 
A observer, but the interaction problem be- 
y. /. comes even more subtle and serious. We 
 eannot conceal our strength by discreet 
= withdrawal out of view; our subjects are 
D constrained by manifold appliances which 
- ме make as inconspicuous as possible, but 
ў = are still obtrusive. So, whether we 
_ like it or not, our subjects gain some in- 








| . tain mild deceits which in the military 
xA во divert attention from essential 


" Bn the early phases of these researches, 
ме and most other investigators, with ech- 
_ оез of our statistical courses ringing in our 
. ears, attempted to reduce or systematise 
ү the immense amount of objective data we 
* amassed by conventional procedures, but 
. as І have already affirmed, this is a vain 
.. exercise. There is no more justification for 
E say, computing the* average frequency of 
М a brain үүө Шап there is for counting 


the syllables in a patient's verbal complaint. 
As in recognising speech, it is the pattern 
and cadence that we must attend to rather 


than the elementary numerical features. | 


This is easily said, but to achieve it we 
must discard many of our most trusted 


tools, go back to school, learn new tricks, - 


sit meekly at the feet of the great clinical 
scientists who can still detect the patterns 
of variation, the syndromes of pathology 
that enrich the palette and guide the brush 
of the clinical artist. 

For, though our concern is mainly with 
our normal fellow beings, the attitude we 
have to adopt is essentially a clinical one, 
even if the signs and symptoms are filtered 
through miles of wire and paper and dis- 
played as lifeless figures and graphs. This 
is not to say that we choose to ignore the 
qualitative human factors in favor of the 
objective readings of our instruments; 
on the contrary our task is to relate the 
two classes of observation in such a way as 
to confer depth and perspective without 
freezing the picture into a meaningless and 
inexpressive pose. It is in this composition, 
framed in the regularity of science but with 
all the gentleness and variety of human 
feeling that we must try to find where it 
is that vital things have their beginning 
and their development. 

We can be sure that Meyer chose this 
word “vital” deliberately for its double 
meaning; the things that concern us are 
both important and lively—but what, for 
our purposes, is important and what is life ? 
Not all important things are alive and not 
all living things are important—or are they ? 

We must select some aspects of living 
things for their importance and we must 
be sure that they are important in more 
than a local, temporary and eccentric way. 
The history of science is littered with the 
relics of "important" ideas and "facts" that 
later generations discarded as superstition 
and illusion. So often too we are misled by 
technical virtuosity or verbal fluency. Have 
we not all spent months of our professional 
life struggling with scientific rhetoric or 
groping among instrumental cobwebs ? Per- 
haps in another generation or so our mathe- 
matical colleagues will come to our aid 
with new, more comprehensive and com- 


prehensible algebras that can express our | 
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ideas and condense our observations with- 
out straining too much our already stressed 
understanding. 

At the present time I think we have 
only one way of dodging between the 
glorious earthy ambiguities of the vernacu- 
lar and the serene unintelligible abstrac- 
tions of mathematics—to crystallise our 
ideas into working models, material ana- 
logues clean shaven by Occam’s razor, 
clear, simple, unequivocal and like crystals, 
brittle, so that when our hypotheses break 
down as they always will, they shear with 
a clean snap and do not yield and flow as 
words and phrases do. Some of you have 
seen examples of what I mean by working 
models and many of my colleagues now 
feel as I do, that this is the only trustworthy 
channel of communication between the 
allies in this no man's land of science. If 
these devices seem only frivolous to you, 
then look and listen more closely; like 
telegraph operators in an idle moment we 
sometimes indulge in friendly chatter to 
keep the line alive—we all enjoy a gossip 
and a family joke. But in between the puns 
and jingles you will find messages of the 
most serious and strategic import. What are 
these messages and what action do they 
demand ? 

Without going into laborious detail, I 
can outline quite briefly the ways in which 
study of artificial animals has helped to 
direct our attention to truly vital things. 
First, we can distinguish and define 
more clearly those aspects of behavior 
that are specifically in the vital class. It is 
not so long since such phenomena, as goal- 
seeking behavior, self-regulation and self- 
repair, appreciation of optima, logical de- 
cision, free choice between equiprobable 
objectives, the identification of self, the 
development of personality, the formation 
of co-operative communities, modification 
of behavior by experience, and so forth 
were assumed to be uniquely the attributes 
of living creatures. But now all these and 
much besides are known to be imitable by 
artificial creatures. Indeed some of these 
functions are performed far more accurately 
and consistently by artefacts than by ani- 
mals or men. In some cases, for example, 
the regulation of complex processes, arith- 
metic, logical analysis, are now delegated 
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almost exclusively to non-living contrivan- — 


ces; in others the demonstration of me- 
chanical competence is on a model scale. 
If no one has conceived a machine like a 
man, it is because the humzn market is 
already saturated and the conventional 
means of production satisfy other needs 
at the same time. 

These practical developments and the 
theoretical inferences from them may seem 
to lead to the conclusion that no important 
differences are to be found between living 
and non-iving systems. But this is not so ; 
what seems to be nearer the truth is that 
there is a continuum or spectrum of intri- 
cacy, with our simplest contrivances in a 
class at one end and ourselves and any 
superior beings in another class at the other. 
Between these extremes there are imper- 
ceptible gradations of liveliness; at the 
lower end it would not be worth living and 
the higher end would not be зог imitat- 
ing. Is this gradation merely one of scale, 
or are there fundamental differences of 
quality between the extremes? Scale dif- 
ferences there certainly are; the simplest 
creatures in flesh or metal are also the 
smallest, the commonest, the most easily 
imitated. We human beings and our more 
elaborate domesticated machines are in 
comparison large, rare and expensive. But 
this is not an adequate scale; tke largest 


animal is a basically very simple jelly-fish _ » | 


with a very limited repertoire of behavior 
patterns, and some quite tiny missiles have 
a very delicate sensibility for worth-while 
targets. We cannot overlook, even in the 
metal, certain powers that are more than 


algebraic. There are several modern think- | 


ers—and experimentalists-as well as the 
majority of the ancients, who have felt that 
these peculiar properties of what we may 
call immensely complex systems justify 
the enunciation of special principles, dis- 


tinct from and perhaps transcending, the · 


laws that permit us to explain and predict 
the behavior or simpler systems. One of 
the most distinguished of those recently 
involved in this dispute is Elsasser(2). 
This is a very solemn decision to make—we 
dare not join the ranks of the vitalists unless 
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we are prepared to sugrender all our seien- . _, 


tific freedoms, and we must consider this 


challenge seriously. What are the special _ 
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powers that make some living things such 
as ourselves so intractable to physical law ? 
The first that should occur to us is repro- 
duction. This is not the theme of my dis- 
course and we may put it on one side for 
meditation, but I should like to remind 
you that organic reproduction is not neces- 
sarily replication, and the more complex 
the system the less perfect the copy of 
design from one generation to another. 
Animal breeders would be very happy if 
this were suddenly not so; they could 
specify a champion from sire and dam, 
but if it were not so they would never have 
had the opportunity to breed the champion 
stock at all. Charles Darwin, a century ago, 


- was very much concerned with variation 


in the origin of the species and this un- 
certainty of reproduction seems rather to 
have been neglected by those who find the 
process inexplicable in physical terms. The 
information transmitted from generation to 
generation is vast indeed, but highly cor- 
ruptible—by no means every mating is fer- 
tile and many even of our own progeny are 
monstrous. In the fertile union of human 
gametes there is embodied only a high 
probability of human issue—even the sex 
of the newcomer is just a little blurred, not 
sharp and exclusive as was once supposed. 
I have mentioned this problem only to 
dismiss it, but in the hope that it may serve 
to introduce in an obviously relevant and 
verifiable context the notions of probability 
and variety which are of paramount im- 
portance in the next subject we must con- 
sider, the central and practical theme of 
this lecture, that bundle of concepts and 
speculations that we may enfold in the 
terms Learning, Memory, Motivation, Im- 
agination, Originality and Personality. 
This is dangerous ground, but we must 
cross it to reach a firm basis of mutual 
understanding; so as a physiologist, I 
choose to rush in where even some philos- 
‚ ophers have feared to tread. We have al- 
ready considered the special complexity of 
the system we are attacking and the weak- 
ness of our traditional tactics. What can we 
bring up in support? Our first step must 
be to find out what we can observe and 
measure and then seg how our observations 
can be welded into sgme sort of coherent 
theory or hypothesis. The first process is 
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sometimes referred to as the Identification 
of Operational Parameters. What opera- 
tional parameters can psychobiological 
research establish by experiment and analy- 
sis, and how do these relate to the concepts, 
abstract or empirical, derived from other 
sources ? 

I have described elsewhere the ways in 
which we have tried to systematise our 
observations of changes in human brains 
and bodies during experimental tests of 
function ; we have suggested that the fol- 
lowing parameters could be used to classify 
and correlate such data; Versatility, Im- 
agery, Stability and Ductility. Let us con- 
sider some of these. Versatility was chosen 
as a term to indicate the extent of varia- 
tion in an organism's behavior, the reper- 
toire of response patterns in a given situa- 
tion as compared with the repertoire of 
other individuals. This notion was derived 
from experimental studies of brain ac- 
tivity and behavior of normal people 
performing tasks which in effect challenged 
their powers of understanding and control 
but left them free to gain control in any 
way they pleased. The objective evidence 
of personal variations was from analysis 
of brain activity computed automatically 
and repeatedly so as to provide statistically 
significant figures ; this analysis was found 
to be related to the repertoire of ideas 
and actions of the individual in such a way 
that a high variance of brain rhythms was 
correlated with a large repertoire of behav- 
ior, while monotonous, invariable brain 
activity was associated with a stereotyped 
and highly specialised habit of behavior. 
Over the whole range of variation, the 
“intelligence” of the subjects was high and 
their personalities were within normal 
limits by psychiatric standards; this pa- ` 
rameter is not related to how well adapta- 
tion is achieved but rather to how it is 
attempted and in how many ways it is 
achieved. There are obvious relations here 
to other concepts, for example, to the Pav- 
lovian parameter of “lability” or “volatility,” 
which Pavlov considered high in both 
strong, choleric or sanguine types of dog 
and in weak melancholic ones, but low in 
the strong phlegmatic temperaments. Ап 
even more significant and general similarity 
is to the Law of Requisite Variety enunci- 
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ated by Ashby(4) and which he again com- 
pares with the concepts of Sommerhoff 
(5) and with the principles derived from 
the Communication Theory of Shannon(6). 

The Law of Requisite Variety states 
that if а complex system (for example a 


2, .. human being) is attempting to control 
. the outcome of a situation, then that system 


must have an intrinsic capacity for variety 


_ that matches the variety of the situation. 


This is because “control” means reduction 
of the number of possible outcomes of the 
situation to a certain smaller class which 
are generally described as Good or Correct. 
In a real complex life-or-death situation a 
system with the requisite variety will be 
able to survive by finding an appropriate 
mode of response, while another with in- 
adequate variety can make fewer responses 
with a correspondingly smaller chance of 
survival. In the experimental conditions of 
our investigations, survival is not at stake, 
but the situations are deliberately contrived 
so as to be ambiguous and to offer the sub- 
jects several modalities of stimulus and 
response as a means of avoiding a disagree- 
able penalty, or achieving formal grati- 
fication. Some choose one way, some an- 
other, some use parts of all the types of 
information, some vacillate between one 
extreme preference and another. This is 
not surprising or novel, but the important 
observation is that the character of this 


response complex is related to the features 


of the intrinsic and evoked activity in the 
brain, and to the manner of participation of 
the involuntary mechanisms mediated by 
the autonomic nervous system. 

Our early experiments on these lines 
suggested that adaptive behavior of this 
type, closely analogous to and probably 
homologous with the formation of condi- 
tioned reflexes, is essentially a statistical 


.. process, which involves first the selection 
.of relevant information from the back- 
.. ground of “noise” or random change, sec- 


ond the storage of the information so se- 
lected апа classified, and third the 
combination of the stored select informa- 
tion with fresh events or disturbances, so 


as to provide a relevant and effective 
behavioral control. This hypothesis too I 


have elaborated elsewhere ; what concerns 


_  . us here is the evidence that in human 
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beings there is a wide variety of detail | 
in the way these processes are carried out. - 
The principles-one might say the mathe- - 
matical laws—according to which informa- | 
tion is selected and stored, are probably - 
universal and ineluctable, but the way in 
which the principles are applied bv any 
particular nervous system is & very personal | 
matter. и. 
The personal preferences and idiosyn- 
crasies that intrigue us so much in daily 
life and baffle us so profoundly із the — | 
laboratory can be seen even in the mechani- _ 
cal devices we have made to embody these - 
hypotheses. There are at least half a dozen - 
machines in existence which imitate q 
successfully the selection, storage amd 
combination function which we call Learn- | 
ing. All these educable machines exhibit 
the powers and limitations cf an adaptable | 
organism ; but all are different in many · 
important respects and these differences _ 
are apparent at all levels and stages of - 
their operation. Even within a single arti- | 
ficial species—for example my own Machina _ 
docilis—individuals with the same technical E 
specification develop idiosyncratic traits, _ 
and these are cumulatively amplified by . 
experience. Some of these differences seem _ 
trivial-for example, one synthetic animal — 
may store relevant information as an elec- | 
tric charge, another as a chemical reaction, — — 
another as a magnetic field—but such varia- | 
tions are not so trivial if one considers these Е 
artificial organisms as forming a com- — 
munity. How is a system that operates _ 
with magnetic tape to communicate with - 
another that needs punched cards or flash- | 
ing lights? Obviously one can make a | 
suitable interpreter, but we know that be- - 
hind every translator lurks a traitor, and — 
that all organisms tend tc consider their | 
own system of reception, storage, com- 
munication and control the best, if not the — 
only legitimate language. Dm 
What I am suggesting is that the varia- — 
tions of brain activity and somatic response _ 
we observe in human beings during learn. n 
ing are evidence that, even among those _ 
born and raised in the same culture, speak- ` 
ing the same language and facing the same _ 
basic problems, there are differences—. 
some at least innaje—in their brain lan- 
guage, at least as great as those in their 
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"eye color or their blood groups. We do 
Ж not attach much importance to these lat- 
_ ter traits (though there is evidence that eye 
_ color is related to vocational trends, and in 
. our present society, the interchange of 
. tissues by transfusion and grafting is be- 
E: coming so commonplace that specific im- 
. munity reactions are beginning to influence 
— survival—it has been suggested that if radi- 
о ation sickness were to become an endemic 
_ malady the most important factor in sur- 
= vival might be to have an identical twin 
= whose bone-marrow could be used to 
_ replace one's own.) 
—.. But the nervous system is in a different 
- category of biological importance, and 
slight discrepancies in operational tech- 
_ niques between individuals may be expect- 
_ ed to have profound effects on social 
interaction and joint activities. Although 
Р the physiological approach to personality 
. апа social interaction is still in its earliest 
_ stages, it is already worth discussing the 
intimate details of the mechanisms that 
underly these essential human characters. 
The old idea of the nervous system as 
- а compact but deterministic telephone 
о exchange has long since given place to 
. more sophisticated images based on con- 
i temporary engineering and communication. 
. These are less obviously misleading, but 
= really only because the mechanisms of 
| computors, radars and self-directed missiles 










. are less familiar to most of us and may even 
be officially concealed, and we are only 
equating two unknowns. Analogies are 
. mo substitute for observation though they 
. may—and do—suggest what observations 
are worth making. I have already referred 
to the study of the spontaneous or intrinsic 
activity of the brain as evidence that the 
_ nervous system is not merely a passive net- 
= work awaiting stimulation; I should like 
_ to introduce two other sources of informa- 
_ tion which may help to outline the nature 
= -of individual cerebral vitality. 

— We tend to take very much for granted 
- the rationality of everyday behavior; few 
—. realised until recently how much this de- 
. pends on our immediate and constant 
_ contact with the outside world. The experi- 
. -ments initiated in Montreal by Hebb and 













о variations in several centers have shown 
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that even quite sane and balanced human 
beings rapidly lose their grip on reality 
when the volume and variety of sensory 
signals are artificially reduced. If we were 
limited to a telephone exchange model of 
nervous activity we would have to suppose 
that when no calls were made for a few 
hours, all the bells started to ring at 
random. Whatever its nature, the nervous 
system cannot sustain a condition of pas- 
sivity for long—there is a positive tendency 
to exploration and speculation—which be- 
comes explosive when unrestrained by the 
pressure of environmental circumstance. 
From another source comes evidence of 
how this restless exploratory ebullience is 
controlled and modulated, matched to the 
necessities of survival and the possibilities 
of control. Again in our ingenuous physi- 
ological youth we assumed simply that 
any environmental change that was ade- 
quate to stimulate a sensory end organ 
would set up trains of nerve impulses in 
appropriate frequency-modulated volleys 
which, emerging final in the specific 
receiving zones of the cerebral cortex, 
would inevitably reproduce in some electro- 
chemical form an image or projection of 
the initial event. Here, in general, the 
physiologist lost sight of the process, though 
he might catch it again in the emergence 
of some response, if he were dealing with 
a simple situation in which the response 
was recognisably related in time or charac- 
ter to the sensory event. And of course for 
many years physiologists restricted them- 
selves and their preparations—by anaes- 
thesia or mutilation—to just those condi- 
tions in which this rare and often artificial 
simplicity was maintained. More recently 
however, thanks to the introduction of 
many new techniques in surgery, engi- 
neering and biology, it has become possible 
to observe the subtle and varied relations 
between external and internal events in 
entire animals and even in human beings. 
One of the most significant discoveries has 
been that external changes, even though 
they may be quite adequate as physio- 
logical stimuli, do not necessarily evoke 
responses in the central nervous system. 
In animals, the central electrical responses 
to a strong stimulus may be almost totally 
suppressed when the novelty of the event 
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FIGURE 4 e 


CONDITIONING CURVES FOR SM. 
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There was no significant adaptation until the third series, after 170 trials. 
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FIGURE 5 


GSR LATENCIES OF PATIENT PS. 
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FIGURE 8 


CONDITIONING CURVES OF PATIENT PC. 
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The upward trend is misleading—the subject kept the lever on one side and reversed it whenever she heard the 
penalty (indicated by vertical dashes). 
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FIGURE 9 


NON-SPECIFIC GENERALISED ELECTRICAL RESPONSES TO VISUAL AND AUDITORY STIMULI WITHIN 


THE FRONTAL LOBES OF PATIENT PC, SUPERIMPOSITION OF 10) RESPONSES: 





A. 


B. 


Response to clicks at random intervals at electrode implanted in left lateral frontal cortex. 

Responses to flashes at random intervals at the same electrode. Note short latency and constancy o£ click 
responses contrasted with longer latency and habituation to visual stimulation. Similar non-specific respon- 
siveness was found in many frontal regions of both hemispheres in this patient. 

Effect on responses to combined flash and click of distraction by conversation. NE 


Effect on combined responses of directing attention to the stimuli. 
Calibration: 100 microvolts, 100 milliseconds. 
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There was no sign of adaptation over 175 trials. In the first series (before electrcde implantation) nearly all re- 
sponses were anticipatory but quite random and uncorrected by failure. In series 3 after intracerebral polzrisation 


there was a significant sequence of 23 correct anticipations but this was broken by withdrawal of the tene s-mulus. 
Later series showed no adaptation. 


FIGURE 12 


SPECIFIC LOCALISED RESPONSES EVOKED BY RANDOM FLASHES IN DEPTHS OF OCCIPITAL LOBE IN t 
PATIENT PR. 





These show no habituation but were sensitive to changes in intensity, interval, color, overbreathing and inhala- 
tion of СО... 
A. Responses to flashes separated by 230 milliseconds top trace from electrode in optic radiations, lower 
from electrode one cm. posterior. 
B. Responses to flashes separated by 113 milliseconds. Note the large positive (down-going) pulse that ap- 


. pears with the shorter stimulus interval, and the after-discharge, phase locked to the stimulus 
Calibration: 100 microvolts, 50 c/s 
^ 


1960] . 


wears off with repetition or if the creature 
is distracted by other events. Contrari- 
wise the response may be augmented 
when the stimulus, acquires significance 
by association or even minor alteration. 
This has been shown particularly: clearly 


. in animals by Hernandez Peon, Scherrer 


and Jouvet(8); by Galambos(9) and we 
have seen these effects ourselves in human 
beings. The fact of special importance for 
the subject of this lecture is that this vital 


- control of correspondence between brain' 


and outside world is not an internal re- 
orientation of domestic intracerebral com- 
plexities, but a direct, emphatic 'blockade 
reaching out even to the receptor itself— 
a change in Foreign Policy. Again resorting 
to the obsolete telephone image, it is not 
that some calls are unanswered but rather 
that some callers are denied access to the 
instrument. There is an obvious and sig- 
nificant paradox here: if a brain imposes 
a strict censorship on a certain class of 
signal, how can it maintain the blockade 


without receiving the signals at all? 


A verbal explanation of such effects can 
never be very satisfactory because of the 
ambiguities of -everyday speech and as I 
have mentioned, in our experience it is far 
better to make an inventory of the real 
phenomena and incorporate these in а 
working model of the simplest possible 
design in order to see how difficult the 
problem really is. In experiments now in 
progress designed to test model hypotheses 
of habituation and association we have 
come across some clues to how and where 
the vital operations of discrimination and 
selection are performed within the brain. 

It is fairly obvious that since the nervous 


'system can and must classify certain events 


—in fact the majority of events—as insig- 
nificant, redundant or irrelevant, then some 
part of the system must be able to act as 
а filter, set to reject signals referring to 
this category and to recognise and accept 
signals relating to events in the comple- 
mentary class of significant or novel. In 
some conditions the nature of this signifi- 
cance: filter seems to be quite simple, 
almost as though it were a physical tem- 
plate or gauge rejecting all signals except 
those that satisfy certain canons of size.or 
quality with a reasonable tolerance for 
i 


ә 
+ 


GREY WALTER : 


681 


random variations. In other conditions the 
selectivity is so high and yet so peculiar 
that it is impossible to imagine any artificial 
mechanism that could duplicate it. What 
аге the differences in these conditions that 
seem to reflect at one extreme a rudimen- 
tary measurement and at the other a cul- 
tivated taste ? 

The nearest we can come to an answer 
at present is that it is a question of sample 
size. All our experiences are only samples 
of the.whole universe, and we cannot 
always decide how representative any par- 
ticular sample may be. None the less an 
organism, in order to survive, must as it 
were, assume. quickly that certain small 
samples of experience are quite trustworthy. 
When a child is born its respiratory appa- 
ratus operates on the inspired assumption 
(if you will forgive the metaphor) thet the 
first lungful of air is a reasonable sample 
of the atmosphere. The assumption is em- 
bodied in the genetic mechanisms that 
determine the structure of the infant’s 
brain-stem, muscles and so forth. The com- 


pound reflex processes we sometimes still ' 


call instincts are the expression of basic 
assumptions of this sort about the world. 
In general they are essential to iramediate 
survival ‘and show little variation; they 
operate rapidly and are unconditional. They 
operate rapidly because only one or few 
samples are needed and verification is not 
required. They also tend to involve quite 
a large proportion of the organism and 
some of them are only moderately’ specific 
—they are evoked by the general or common 
rather than the special or unusual properties 
of the stimulus situation. We know only too 
well that the instinctive behavior of mam- 
mals and particularly of primates is hard 
to isolate and study and we can cnly envy 
the relative ease with which ethologists 
can analyse the Innate Releaser Mecha- 
nisms in birds and fish. However, there is 
one property of instinctive behavior that 
seems to identify it even in ourselves—its 
special relation to the autonomic nervous 
system. 

For some generations now we have been 
accustomed to consider the syrapathetic 


sections of the autogomic system as а. 


vestigial and rather tiresome heritage from 
our rude and ingenuous forbears. For us, 
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an apparatus adapted to fight or flight 
is an embarressing reminder of a primitive 
past—our ideal is to fight only under com- 
pulsion and never to fee. Many psychiatric 
clinicians indeed have asserted that their 
practice would vanish if svmpathectomy 
were as common as tonsillectomy, and it 
can be argu2d that in a culture where 
tolerance and fortitude are admired, the 
physiological mechanisms subserving rage 
and fear are not merely redundant but 
pernicious. Fe that as it may we are 
literally saddled with this atavistic encum- 
brance and :n our laboratory studies at 
least we can find a use for it as an indicator 
of neurohumoral mobilisation. 

Only a few of the effects produced by 
activity of the sympathetic nervous system 
can be detect2d and measured on the body 
surface, and, in the experiments I have 
referred to, we are in general limited to 
the most inconspicuous contacts with our 
subjects. Of the accessible phenomena, 
we have paid most attention to changes 
in pulse rate, blood pressure, respiration 
and skin resistance ; there are also of course 
more subtle and indirect. actions on the 
central nervous system itself but these are 
so intricate and variable that I shall only 
be able to report them briefly Jater. The 
simplest and most nearly specific effects 
are, we find, those due to changes in the 
sympathetic control of the skin organs, 
variously referred to as galvanic skin re- 
flexes, psycho-galvanic responses and elec- 
trodermal reactions. As we all know, this 
phenomenon has a long, scientific history, 
as well as vulgar associations with “Tie 
detection." I need not enlarge on the details 
of this but Zor those familiar with the 
technical deteils I may say that we have 
considered particularly the changes in skin 
resistance, the so-called "Féré" effect as 
opposed to tke potential changes or "Tar- 
chanoff" effect; the relation between the 
two is still confusing. Our technique is 
arranged so as to indicate at the same 
time both the absolute skin resistance and 
2M changes ir resistance on suitable scales, 

and we often record changes from several 
parts of the body at the same time in order 
. to distinguish betgveen segmental and 
global resporses. 

The GSR is—compared with brain activ- 
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ity—a very simple effect. Typically it con- 
sists of a transient fall in resistance of the 
skin, lasting à few seconds and varying 
in amplitude according to the state of the 
subject and nature of the stimulus. The 
form of the resistance change varies very 
little but its latency does show significant 
variations and it is this factor that we have 
found of particular interest in relation to 
problems of. habituation and learning. 
Again compared with central nervous 
effects the latency of the GSR is very 
long : about 2 seconds is the figure usually 
quoted. А large part of this latency is due 
to the very slow propagation rate in the 
sympathetic nerve fibres ; responses in the 
foot occur about one second later than 
those in the ‘hand, and the propagation 
velocity is only between 1 and 1.5 metres 
per second. As well as having a longer 
latency, the more distal responses are also 
more sluggish and prolonged, suggesting 
that they are evoked by a protracted heter- 


ogeneous train of impulses rather than by 


a synchronous volley. 

In our experiments with human condi- 
tioning, three itypes of stimuli are present- 
ed; a gentle warning tone of high or low 
pitch, a flashing light giving triplet or doub- 
let flashes (thése are neutral stimuli later to 
be conditional ones), and a painfully loud 
penalty sound which the subject can stop 
or avoid by moving a lever to the left 
when the low: tone and doublet flash are 
presented, to the right following the high 
tone and triplet flash. The subjects have 
to discover this association for themselves 
—they are given no explicit instructions— 
but the penalty is disagreeable enough to 
provide a powerful incentive to succeed, 
and it evokes large consistent GSRs ; it is 
in effect the specific or unconditional stim- 
ulus. The warning tones and lights also 
usually evoke. GSRs, particularly at first, 
and in the course of a conditioning experi- 
ment we therefore record some hundreds 
of GSR deflections. In our research group 
it is my wife's:task to measure and analyse 
the records, and i in going through the traces 
of autonomic: variables to calculate the 
average GSR latency, she noticed a peculiar 
relation between the latency of the GSR 
deflections and the nature of the stimuli. 
The GSR following the UCS (the penalty 
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noise) had a short latency, about 1.7 sec- 
onds in the hand of a particular subject 
(SW), while those following the neutral 
or conditional stimuli (the tones and 
lights) had a much longer latency, about 
2.1 seconds. When both sorts were aver- 
aged, the mean came to about the accepted 
figure of 2 seconds but in fact there were 
two distinct populations of GSR ; the distri- 
bution was bimodal, with almost no over- 
lap between the two categories. The clear 
distinction between these two types of GSR 
can be demonstrated very clearly in a 
histogram when latency is plotted on the 
ordinate and number of trials on the abscis- 
sa; the unconditional responses to penalty 
are shown as dotted lines and those to the 
conditional stimuli as solid ones. ( Fig. 1) In 
a normal subject all the dotted lines end 
around 1.7 seconds whereas the solid ones 
extend from 2.0 to 2.2 seconds. These differ- 
ences may not seem very impressive (though 
they are highly significant statistically), 
but these responses are in the hand which 
is about a meter away from the central 
nervous system by way of the cervical 
sympathetic ganglia and from the observed 
latencies we should subtract about one 
second for peripheral propagation time. 
This leaves 0.7 and 1.2 as the unconditional 
and conditional latencies ; we may say that 
the sympathetic responses to the condi- 
tional stimuli take nearly twice as long 
to emerge from the brain as do those to 
the unconditional stimuli. During the con- 
ditioning of a normal subject the GSRs 
to the UCS of course disappear with suc- 
cessful avoidance of the penalty, but the 
responses to the conditional stimuli remain 
long in latency though they generally be- 
come more variable at about the time that 
signs of learning appear. (Fig. 2) 

As far as we can see the acquisition of 
the novel relevant response in normal per- 
sons takes place in 4 stages; the first cor- 
responds with what Pavlovian workers call 
Extinction of the Orientation (or Orient- 
ing) Reflex. At this stage all the stimuli are 
fairly novel and equally likely to be signifi- 
cant; all may evoke GSRs, the tone is 
usually followed by some reduction or 
even suppression of the alpha rhythms in 
the brain (if there are any), the pattern 
flicker evokes its characteristic replica re- 
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sponse in the visual areas, often combined 

with synchronisation and phase-locking of 
some alpha component, and the penalty 
noise evokes a general startle response, 
including alpha arrest, a muscular jerk, 
acceleration of the pulse, a gasp and often 
an exclamation of pained surprise. The 
instrumental response is a single reaction, 
an abrupt movement of the control lever, 
which may equally likely be in the correct 
or incorrect direction. From here on the 
development of the responses is a highly 
individual matter, but in most normal 
subjects the next stage involves a series of 
trials amd errors; the physiological re- 
sponses to the neutral stimuli show some 
signs of habituation but the startle response 
to the penalty persists ; there is usuzlly no 
attempt at avoidance or anticipation, the 
lever being moved only after the penalty 
is received, as a defense mechanism. It is 
easy to illustrate this graphically, the num- 
ber of trials being along the abscissa, cor- 
rect responses plotted in an upward or 
positive sense and incorrect ones down- 
ward. Thus, when the responses are ran- 
dom, the learning curve will tend to remain 


horizontal since there will be an equal 


number of upward and downward deflec- 
tions, while a series of correct resporses is 
seen as a curve rising at 45?. Defensive 
responses, that is those made after the 
penalty, are plotted as crosses, avoidance 
responses are shown as circles. 

In the most straightforward rormal sub- 
ject (SW), an intelligent, self-confident 
young engineer of wide interests, the first 
responses were quite random ап] the curve 
remains horizontal but at the 38th trial 
there apveared a series of 10 correct defen- 
sive responses, а run of successes extremely 
unlikely to be due to chance. At this stage 
of successful defence the pulse rate, which 
had risen from 75 to 110 at the beginning 
of the experiment had fallen to 85 and the 
GSRs to the light (which were rare even 
at first) had disappeared, suggesting that 
the subject was being guided by the pitch 
of the warning tone rather than by tka 
flicker pattern. “Accordingly the flicker was ^ 
omitted at the 48th trial, which evoked a 
correct defensive response, and at tke next. 
trial appeared the first correct anticipatory 
avoidance response to the tcne followed by 


Д 


eT 


684 


5 further avoidance successes. The flicker 
CS was then re-presented with the tone 
which still served as a clue to correct 
defence. After a sequence of 10 more 
successes, the tone was omitted and the 
next two responses, though correct, were 
not anticipatory, but after this, correct 
defensive anticipation was evoked regularly 
by the flicker patterns alone. When the 
tone was re-introduced however, the re- 
sponse was made to this, the first CS, 
rather than to the light, and when the 
tone was again withdrawn there was a 
single failure to anticipate, but from then 
on only one error was made, accompanied 
by a deep sigh and theta rhythm in the 
EEG. Altogether 100 trials were needed to 
perfect this very simple response adapta- 
tion. The completeness and certainty of 
the response were tested by arbitrary 
reversal of the control rules; inevitably 
the response to the first trial under the new 


rules was wrong, but at the second the 


subject reversed his own procedure and 
made no mistakes, though the instrumental 
response time was almost doubled, from 


0.8 to 1.5 seconds for the next few trials. 


The sudden reversal of rule not only pro- 
voked the inevitable unconditional GSR 
but a pulse acceleration from. 75 to 90, a 
series of gasping respirations, and a slight 
shortening of the conditional GSR latency 
to subsequent trials. Further reversals and 
presentations of tones and flicker alone 
showed that the subject was now in com- 
plete control of the situation and after 139 
trials the EEG began to show signs of 


drowsiness and boredom so the experiment , 


was terminated. In spite of his complete 
operational success the subject gave a very 
inaccurate description of the experimental 
arrangements. His subjective estimate of 
the time taken for the whole experiment 
was 1% hours instead of 2% hours; he was 


convinced that the aim of the experiment’ 


was to muddle him; he described two 
types of penalty, both very unpleasant, and 
was sure that the presentation of high and 
Делу tones and “fast” (triple) and “slow” 
(double) flashes was in some significant 
sequence such that he should move the 
. lever to the right aftgr a sequence of three 
low tones. He admitted he began by ran- 
dom responses but said he kept trying to 
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catch the sequence of signals but lost it 
later. In fact, of course, the order of pre- 
sentations was: random throughout and he 
only began to;succeed when he "lost" the 
sequence. This search for significant se- 
quences is quite typical and indeed almost 
invariable; in these particular circum- 
stances it is of course quite futile and 
indeed eliminates any chance of success. 
Some subjects who end by responding 
quite correctly and quickly are still .con- 
vinced that they are following a sequence 
which somehow they cannot quite describe. 

Returning to the distinction between 
unconditional апі conditional GSRs by 


‘latency we can see in this typical normal 


subject that never at any time, even after 
an unexpected: and complete failure, were 
the conditional GSRs as short in latency 
as the unconditional ones and further, the 
unconditional responses were just as large 
and quick at the end of the experiment, 
when the controls were reversed, as at the 
beginning. We may infer therefore that, 
however this subject, as a representative 
of а normal population, may have inter- 
preted his experiences, his nervous system 
was capable at all times of discriminating 


between events requiring rapid and un- 


conditional response and those of more 
doubtful and conditional import. 


We may now consider the behavior of 


other subjects, іп order to see how these 
observations may illuminate some of the 
mental aberrations and anomalies of in- 
terest to psychiatrists. Before describing 


strictly clinical'applications we may glance 


at two subjects whose conditional behavior 
is on the borderline of normality. 

The second subject, (SM), is а normal 
man, a scientist from a country in Europe 
noted for its’ war-scarred history and 
spirited intransigence. For this subject the 
brief instructions given before the experi- 
ment were even less helpful than for most 
people because of his limited English ; he 
was rather tense and apprehensive, know- 
ing something; of the general purpose of 
the experiment and feeling on trial. A 
glance at the plot of GSR latencies shows 
how this state was reflected in autonomic 
terms. (Fig. 3), There was a wide scatter of 
the conditional! and unconditional latencies 
and there was some overlap between them. 
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As the experiment progressed the scatter di- 
minished and the pattern approximated to 
that of the normal subject. The learning 
curve, however, has a different story to 
tell; there was a long monotonous series 
of failures with no attempt to anticipate 
or avoid the penalty. (Fig. 4) The experi- 
ment lasted so long and the experimenters 
themselves became so exasperated by the 
endless succession of penalty squawks 
(which are repeated to the observation 
room) that the instructions were repeated 
and later a recess was called and the proce- 
dure resumed after lunch when further ex- 
hortation was provided in the form of em- 
phatic repetition of the instructions which 
imply that the penalty can be avoided. After 
а total of 132 trials the subjects began to 
perform anticipatory responses, but without 
significant success until trial 170, from 
which point his attainment paralleled that of 
the first subject, with appreciation of both 
visual and auditory conditional stimuli and 
quick adaptation to control reversal. This 
subject also sought for sequences, and tried 
to pick up time interval clues by counting 
his own pulse.- Since this varied from 77 
to 114 during the various phases of the 
experiment his estimates were not only 
useless but grossly inaccurate. 

It is striking that, comparing these two 
normal healthy young men of similar intel- 
ligence and alertness, provided with the 
same information in the same situation, 
one should take over 4 times as many 
samples as the other to establish control 
over a very simple mechanism. If the con- 
sequences of failure had been serious—for 
example if the control lever had been the 
control column of an aircraft, it is obvious 


that the first subject would have had a. 


much higher chance of survival than the 
second whose “nerves,” evidenced by his 
autonomic lability, were responsible for 
much of his early failure, leading to later 
despondency and defeatism, alternating 
with over confidence and futile ritualistic 
obsessions. It was not until the autonomic 
responses had settled into unconditional 
and conditional categories that distinction 
could be made between novel neutral and 
significant stimuli. 

How we ‘assign to these effects their 
correct status as causes and effects, and 


whether we consider the behavior of the 
second subject during his 170 failures as 
pathological or as a normal deviant, we 
must discuss later. 

Further toward the pathological extreme 
is a young male patient (PS), considered as 
an inadequate psychopath, plausible, in- 
gratiating, ineffective, and prone to solving 
social difficulties by elaborate lies amount- 
ing to confabulation. His GSR plot shows 
at first a close similarity to taat of the suc- 
cessful normal subject SW (Fig. 5). There 
is a clear latency difference between condi- 
tional and unconditional responses, with 
no overlap; the means of tae two classes 
are exactly the samé as in the first subject. 
А glance at this histogram however, shows 
that something was seriously wrong; the 
dotted lines representing the penalty re- 
sponses continue throughout the experi- 
ment, while in the first subject there were 
none after trial 48 when the avoidance 
rule was learned. This of course means that 
no avoidance was attempted by the subject 
and the story is filled in by the learning 
curve, which shows not one single circle, 
no attempt to avoid, only accurate and 
rapid defence from trial 19 (Fig. 6). This 
subject was able to associate either or both 
CS and made only two errors when the con- 
trols were reversed at trial 69. The subjec- 
tive report of this subject showed that 
although he too expected a sequenze of 
stimuli, he finally appreciated the meaning 
of the CS patterns, but in effect could 
not be bothered to avoid the penalty 5y an 
anticipatory response since he could not 
be sure that the penalty would occur until 
he heard it. It is tempting to translate this 
behavior into terms, of pathological ethics 
—one cannot be sure that an action: is 
wrong until one is punished <or it 

We may now survey two patients exhib- 
iting advanced mental pathology to illus- 
trate how the learning and autcnomic 
mechanisms can reflect total failure of 
control. The first patient, PC, was a woman 
of 36 with a 12 year historv of com- 
pulsive thinking associated with fearful 
delusions with insight. No treatment, either 
physical or psychological had been effec- 
tive, and she was referred for implan‘ation . 
of intra-cerebral electrodes and eventual 
psychosurgery. . * 


686 


Before operation her autonomic те- 
sponses were extremely brisk and over- 
active ; this is reflected in the histogram of 
her GSR latencies (Fig. 7). The distinction 
between unconditional and conditional re- 
sponses is clear, but all the latencies are 
very short, about 1.2 and 1.7 seconds instead 
of 1.7 and 2.1 in the normal subjects. Here 
again, the unconditional responses persist 
through 100 trials—there was no attempt at 
anticipation cr avoidance. The learning 
curve looks quite different from that of PS 
however : it appears to mount at 45° 
straightaway tut this is misleading and the 
curve is made up not of crosses (selective 
defense movements) but of vertical dashes, 
indicating that instead of centering the lev- 
er after each trial, the patient held it hard 
over on one side and moved it across to the 
other whenever the penalty occurred (Fig. 

8). This tactic ensures that the penalty be 
received on half the occasions and that the 
response involve the slowest and largest 
possible movernent. In effect the conditional 
stimuli were not used at all, although they 
evoked autonomic and -EEG changes. The 
warnings were assigned no significance and 


. the-patient manoeuvred herself into an ex- 


treme situation from which she could extri- 
cate herself only by extreme action at a 
primitive leve.. 

The procedure was repeated 5 days 
after surgical implantation of 68 intracere- 
bral electrodes. Her general condition was 
unchanged ani her behavior in the con- 
ditioning situation was similar. After 36 
trials she was told positively to center the 
lever, after which her response curve be- 
came quite horizontal indicating a purely 
fortuitous series of responses. The only 
detectable change was in the GSR latency 
which showed a slight but significant in- 
crease to both conditional and uncondi- 

tional stimuli. 

During this period very detailed records 
were being taken of the intra-cerebral elec- 
trical activity, using a number of tech- 
niques to clarify both intrinsic and evoked 
activity. Àn account of these observations 
would form a lecture in itself, but one set 
of records is of particular relevance ; it was 
discovered by change that over wide re- 
gions in the depths of the frontal lobes 
in this patient there were non-specific elec- 
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trical responses to a variety of sensory 
stimuli (Fig. 9). These could be evoked by 
sounds or by visual stimuli and their latency 
was quite short : 25 m. secs. for auditory 
clicks and 34 m. secs. for visual flashes. The 
responses to visual stimuli showed a marked 
tendency to habituation after 10 to 20 
flashes, but the auditory response persisted ` 
unchanged over a series of scores of clicks 
when there was no concurrent stimulation. 
When a click was accompanied by a flash, 
the click response was prepotent, but even 
the combined: response was: attenuated 
during distraction by other stimuli and 
both click and flash responses were aug- 
mented when they acquired extra signifi- 
cance as conditional stimuli. The most 
striking features of these responses were 
their very wide dispersion, particularly in 
the lateral frontal regions of both hemi- 
spheres, and their characteristic form—a 
sterotyped pattern very similar to that 
found in specific projection regions. Yet 
these effects were in parts of the brain as 
remote as they: could be from any specific 
receiving zone--generally the most taciturn 
of the so-called silent areas. 

Recalling what we have said about the 
need for a high and controllable selectivity 
in the learning brain, we see here evidence 
for just the opposite, an indiscriminate over- 
responsiveness, in which everything may 
mean anything: in general and nothing can 
mean anything, і in particular. We may pre- 
sume that the brevity of the autonomic 
delay and briskness of the responses were 
also a reflection of the same lack of selec- 
tivity and discernment. 

As well as being used for recording, the 
implanted electrodes were used for pro- 
gressive electrical polarisation within the 
brain and to achieve a limited and reversi- 
ble leucotomy.: After the first trials of this 
method, which was followed by a rather 
dramatic loosening up of the patient's ten- 
sion and delusional fears, the conditioning 
procedure was repeated for the third time. ' 
On this occasion the patient kept the lever 
central and made one correct anticipation 
followed by séveral correot defensive re- 
sponses, but she broke down in tears after 
14 trials during which there were signs of 
severe autonomic disturbance. The polar- 
isation treatment was continued in empiri- 
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cally identified brain regions ; this was fol- 
-lowed by marked general improvement ; 
“е delusions disappeared and the patient 
became quite cheerful and active. The 
fourth conditioning experiment reflects this 
change in two ways; the GSR latencies 
were greatly increased (those to penalty 
from 1.26 to 2.56 and to tone from 1.7 to 2.2 
secs.) and the learning curve shows an 
appreciable gain by defensive conditioning 
over 32 trials. The autonomic changes were 
minimal. The patient was’ discharged on 
probation at this stage, and her subsequent 
history, though checkered, has confirmed 
the apparent relation between her mental 
state, her neurophysiology, and her learning 
ability. 

The second patient PR was studied in 
similar detail. She is a woman of 60 with a 
life-long history of migraine overlaid by 
30 years of hysterical extension of the syn- 
drome. Her complaint had resisted all thera- 
py, including prolonged psychoanalysis and 
physical treatment, and her morale had 
broken during the last 3 years with depres- 
sion to a suicidal degree, so that she was 
referred for intra-cerebral exploration with 
a view to psychosurgery. Before implanta- 
tion of the electrodes her behavior during 
conditioning was in striking contrast to 
the other patient PC though she also failed 
completely in associative adaptation. The 
chart of her GSR latencies shows at first 
a reasonable distinction between uncondi- 
tional and conditional responses though all 
the latencies are rather long (Fig. 10). The 
conditional responses to tones faded out af- 
ter about 80 trials and at this phase the 
latency of the unconditional responses to 
the penalty began to increase and they also 
diminished in abundance. This effect was so 
marked that the average latency of the last 
10 unconditional responses is significantly 
greater than that of the first 10 conditional 
ones; these changes can be seen par- 
ticularly clearly when the two types 
of response are plotted separately. The 
learning curve is unique in our exper- 
ience: it shows a completely random re- 
sponse, ending slightly below the starting 
level (Fig. 11). The nature of the response 
is quite peculiar—from the 13th trial to the 
125th all the movements were anticipatory, 
but were entirely at random, and once the 
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lever had been moved to one side it was left 
there whether or not the penalty occurred. 
In this way the patient -ensured that she 
received the largest possible chance num- 
ber of penalties for the longest possible 
time. A scalp EEG taken just bsfore the 
conditioning experiment had shown a dra- 
matic frontal spike response to flicker, but 
this disappeared and during the experiment 
there were elaborate multiple responses 
to pattern flicker in the posterior brain 
regions, but no indications whatever of 
diffuse response (Fig. 12). 

The experiment was repeated later on 
the same day with further exhortation and 
encouragement and on this cccasion after 
11 trials, 22 correct anticipatcry evoidance 
responses were made. At this stage the 
GSR chart showed reduction in average 
unconditional latency to 1.88 secs. and dis- 
tinction between this and the conditional 
latency. Omission of the light CS-had no 
effect but omission of the tone resulted in 
random responses. This suggests that in 
spite of the clear specific responses in the 
visual pathways, the visual information was 
assigned no associative significance. 

During this period the intra-cerebral 
electrodes in the orbital xezions of the 
frontal cortex showed profuse versistent . 
delta rhythm attributed to local. electrode 
lesions. The mental condition of the patient 
improved and remained excel'ent for some 
weeks, but she regressed in spite of polari- 
sation of selected frontal sites. The condi- 
tioning experiment was repeated on two 
occasions two months later and slowed re- 
version to the original pattern. In a total 
of nearly 280 trials all were randcm antici- 
pations, in spite of emphatic repetition of 
instructions. At this time the frontal delta 
rhythms had subsided and the EEG re- 
sponses to stimulation were stereotvped 


‚атпа restricted to the visual regions. 


The varied and detailed studies of these 
9 human beings have been chosen {о il. 
lustrate and justify the title of this lecture ; 
in all our mental life what happenings are 
more vital than the incessant meshing of 
stored and new experience to drive us on 
to fresh dangers and discoveries? And 
what, in the. puppet theatre of our labora- 
tory could mimic more closely tae tragic 
breakdown of this méchanism than the to- 
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tal failure of the two patients to control by 
the twitch of a muscle a situation which 
could be mastered in a few attempts by 
the humblest experimental animal ? Where, 
we must still ask, do these vital things 
happen and where sbould we seek the 
cause and cure of their decay ? The com- 
plete answer may always elude us—we have 
no prior knowledge that there is an intel- 
ligible answer, or that we can frame a 
proper question, but in the observations 
I have outlined, some pattern seems to be 
emerging.  . 

In normal human beings, uncorrupted 
by scholastic tyranny, and capable of ex- 
ploratory control as well as internal regula- 
tion, we can identify two main necessary 
and sufficient conditions for free life. First, 
the preservation of a brisk and buoyant 
autonomic svstem specialised for—but not 
limited to—tne urgent adjustments of the 
somatic springboard of action. I have delib- 
' erately restricted my account of these ad- 
justments to a few of the simplest and most 
superficial changes. You will realise that 
these are but the outward expression of 
a delicate and personal intimacy between 
the border regions of the primitive and 
ancient brain structures, the limbic cortex, 
and the great mass of tissue in the still 
youthful external crust of brain, whose 
evolution has occupied only the last few 
seconds of the eleventh hour of living time. 
It is these incra-cerebral relations that most 
concern us, rather than the external changes 
they promote, for the alterations in body 
state are in a sense trivial or at least ad- 
ventitious. We have seen that the mobili- 
sation of the autonomic allies for cogent 
action takes some time—a long time by 
the brain clock that ticks in thousandths 
and chimes in tenths of a second. This 
pause, we must suppose, in the normal way 
is for reflection—not of course necessarily 
for conscious thought in any useful sense, 
but for selection and identification of novel- 
ty and significance. The second of the two 
necessities I spoke of are the cerebral 
mechanisms underlying just these basic 
processes of cogitation and we can see 
that here again the necessary sites and 
structures announce themselves. In a quite 
novel situation, any prior assumption about 
likely contingencies *may be fatal, so all 
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signals must ' be dispatched to all depart- 
ments—“for ihformation only.” In physical 
terms this means that the nerve impulses- 
set up by unfamiliar sensory stimulation 
must be coded, sorted and relayed to wide- 
ly dispersed brain regions in a form which 
will ensure attention but restrain action, 
while not impeding or interrupting work 
in progress. The recent and revolutionary 
studies by Moruzzi, Magoun(1), Jasper and 
their colleagues have demonstrated how 
and where these essential, subtle functions 
can be performed ; there are in fact neural 
mechanisms for the broadcasting of sen- 
sory information within the brain—the dif- 
fuse, non-specific radiations from the retic- 
ular formations in brain-stem and thalamus. 
In animals the functions of this system have 
been rather vaguely described as “arousal” 
and “alerting”; I am suggesting that 
though they may be non-specific in their 
projections, these functions are quite 
specific in their relation to behavior and 
particularly to learning. 

We still lack much essential information 
and there are surely wonderful discoveries 
still to be made; it would be wrong to 
make dogmatic assertions but precise hy- 
potheses we must have if our discoveries 
are to be of more than academic interest. 
I suggest that, from such observations as 
I have described here we can envisage at 
least three basic functional sub-categories 
or modes of central nervous action related 
to mental action, all involved with and 
depending on the basic neuro-humoral 
operations of the autonomic system. 

First, there are the unconditional re- 
sponses to specific stimuli which I still 
consider legitimately as instinct in the 
literal if not, the. literary sense. Most of 
these responses are quite elaborate and 
may involve; nearly all organs, but they 
require neither discrimination nor internal 
reflexion though they are reflexive in their 
mechanism. They must therefore depend 
upon a diffuse transmission, not to the 
cortical levels so much as to the hypothal- 
amic and autonomic effector pathways. 
These responses are brief in latency, stere- 

otyped in pattern and usually reinforced 
and protracted by hormonic support, par- 
ticularly from the adrenal glands. The role 
of these response patterns is of course 
i 
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mainly homeostatic and their variety 
is limited—by evolutionary necessity—to 


~ match the limited number of predictable 


environmental changes likely to be encoun- 
tered by any particular species. This may 
seem to contradict the suggestion that these 
aspects of behavior are related to mentality, 
but we should recall that even the most 
fundamental and primitive action of all 
—respiration—is so closely linked with 
thinking that our Mediterranean ancestors 
attributed to breathing movement much 
that we would describe as mental activity ; 
hence we derive all our words containing 
the syllable—phrene—. No one would sup- 
pose that schizophrenia was due to a split 
in the diaphragm but in records of respira- 
tion we can trace quite easily clear associa- 
tions with mental state, and we should be 
reassured to recall that the respiratory 
centres are anatomically embedded in that 
reticular formation to which we must assign 
so many essential properties. 

Next, are the responses to novel and 
apparently neutral stimuli. In contrast to 
the unconditional homeostatic processes 
these are an expression of orientation and 
invention since they are not programmed 
in any useful sense and must involve much 
more elaborate neural mechanisms. They 
are easily confused with instinctive re- 
sponses because they have many common 
effector pathways, particularly in the 
autonomic outflow. The distinction between 
the two can be made only by careful 
observation of the time relations of the 
central and peripheral effects and the 
alteration of the responses with the passage 
of time. The most important distinction is, 
of course, that the response to novelty 
must involve widespread cortical diffusion 
of signals, whereby the degree of innova- 
tion can be recognised. This is the process, 
presumably, that takes time; the central 
files and records, whatever they may be, 
must be searched and scanned for similar 
events and a preliminary entry must be 
made if no trace is found of the dubious 
experience, which, for good or ill, must be 
tentatively classified in some way until 
further information is available. 

The third category is the one to which 
we have paid most attention ; the selective 
sorting of consecutive or related events so 
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as to construct within the nervous svstem 
a working model of the outer world with 
enough detail and accuracy to pernmrt co- 
herent and relevant actions of control. 
We have seen how vulnerable these mech- 
anisms are—they may fail altogether in 
people who are still capable of a nearly 
normal existence in protected environments. 
Since they require a great versatility of 
cerebral performance, the widest possible 
repertoire of functional configurations, fail- 
ure in these processes can occur in any 
number of ways. As we have seen, they 
may fail by overemphasis within the brain 
of broadcast information, the deadening by 
incessant propaganda of individual char- 
acter, or by blockade of the normal services, 
by censorship without discrimination or 
appeal. They may also of course be grossly 
perturbed by overaction or degeneration 
of the mechanisms subserving instinct or 
innovation—this too we have seer. in indi- 
vidual subjects. 

For many of us the new intricacies of 
psychobiology are beyond our mertal grasp 
—none of us I think can yet appreciate in 
its full grandeur the panorama cf mental 
physiology as revealed in the oblique light 
of dawning revelation. We may find in 
social paxallels some analogy to the poten- 
tial freedoms of the cerebral community. 
In searching for the model of the demo- 
cratic ideal we need not look as far away 
as Athens or Westminster—within our 
heads we carry the free society, for we find 
no boss within the brain, no oligarchic 
ganglion or glandular Big Brother. In this 
small space our very lives depend on 
equality of opportunity, on specialisation 
with versatility, on free communication and 
just restraint. It is here that vital things 
have their beginnings and their develop- 
ments and it is here too that cur proper 
studies should begin. 

Recalling again Meyer’s expostulation 
“I wish it were possible to get rid of the 
words —we may well feel our intellect is 
being swamped and suffocated ir. glutinous 
phraseology—these Greco-Latin hybrids 
such as “psycho-physiology” may bs the 
sterile offspring of a rearriage of technical 
convenience. But I, hope that in these 
glimpses of our newborn offspring we may 
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recognise the natural and fertile issue of 
a union of passionate necessity. 

One of the most satisfying aspects of this 
sort of investigation is the need for real 
team-work, depending on complementarity 
of training and aptitude, collective responsi- 
bility for the general strategy, and delega- 
tion of орега юпа] authority. In the experi- 
ments described here, Dr. H. J. Crow is 
responsible for all clinical applications and 
interpretations, Dr. R. Cooper for solution 
of the physical and technical problems, my 
wife, Mrs. Vivian Walter and Mr. Arthur 
Winter for management of the experiments 
and Mr. W. Т, Warren for the construction 
and maintenance of the equipment. In ad- 
dition, it is a pleasure to acknowledge the 
close co-operation of our surgical col- 
leagues, Mr. George Alexander, F.R.C.5., 
. and Mr. Douglas Phillips, F.R.C.S. Ар es- 
sential member of any such team is what is 
sometimes called a non-playing captain, 
who can see the whole situation with de- 
tachment and perspective ; in this capacity 
Professor Golla has for many years inspired 
and directed these investigations. 

The research reported in this lecture has 
been sponsored in part by the Air Force 
Office of Scientific Research of the Air Re- 
search and Development Command, United 
States Air Force, through its European 
Office, under Contract AF 61/514)-1178. 


BIBLIOGRAPHY 


l. Magoun, H. W.: The Waking Brain. 
Springfield : Charles C. Thomas, 1958. 

2. Elsasser, W. M.: The Physical Founda- 
tion of Biology. London & New York: Perga- 
mon, 1958. 

3, Lief, A.: The Commonsense Psychiatry 
of. Dr. Adolf Meyer. New York : McGraw НШ, 
1948. 

4. Ashby, W. Ross: An Introduction to 
Cybernetics. London : Chapman & Hall; New 
York : Wiley, 1956. 

5. Sommerhoff, G. : Analytical Biology. Ox- 
ford, 1950. 

6. Shannon, C. E., and Weaver, W.: The 
Mathematical Theory of Communication. Ur- 
bana : University of Illinois, 1949. | 
* 7, Heron, W., Bexton, W. H., and Hebb, 
D. O. : Amer. Psychol., 8: 366, 1953. 

8. Hernandez-Peon, R., Scherrer, H., 
Jouvet, M. : Science, #23: 331, 1956. 

9. Galambos, R.: } Neurophysiol., 19: 
` 494, 1956. 


and 


ADOLF MEYER RESEARCH LECTURE 


DISCUSSION 


Lawrence S. Kubie, M.D. (New York, 
N. Y.)—Rarely have I had a more chal- 
lenging, fascinating and difficult assign- 
ment. Two streams converge in this lecture. 
The headwaters of one derive from Adolf 
Meyer, who foresaw that the subtle com- 
plexities of hüman psychology would be 
explained in neurophysiological terms only 
when these became more subtle and com- 
plex than what Meyer used to refer to 
scornfully as the "neur ologizing tautologies" 
of his day. He foresaw that "Where vital 
things happen" could be explained only 
by a neurophysiology with a new subtlety 
and a new vitality. This is precisely what 
we have had the privilege of hearing this 
morning. | 

It fascinated me to discover how adroitly 
W. Grey Walter has walked the tightrope 
between vitalism and the ultimate in mech- 
anistic philosophy. Indeed it brought to 
mind a scene from earlier years at the 
Hopkins. The ‘ancient, medical amphithea- 
tre was filled with students who had come 
to hear the famous and by that time aging 
biologist, Driesch. Introducing him was 
“Рорѕу” Welsh, no longer young himself, 
portly with his halo of white hair slipping 
down below his occiput to ring his bald 
pate, but with all feet firmly planted in 
the good earth of science. I can hear him 
growling a bit as he said, “ОЁ course there 
15 a tendency on the part of many to feel 
that when a scientist becomes a philosopher 
he must be verging on that inevitable 
fate which we call the senilium." Then with 
a quick Jook àt the guest of the occasion 
he added hastily, “But of course we don't 
have any such feeling about our honored 
and famous guest." So I look at my friend ; 
but no matter how carefully I scrutinize 
him I cannot find a trace of the senilium 
here: so I can say with Popsy Welsh that 
no such idea crossed my mind for a mo- 
ment, as I contemplate our honored guest. 
Апа the fact stands that in his lecture he 
skirts the precipice of mysticism without 
once letting his foot slip; and I for one 
found it delightful to watch him do it. 

There are more, serious matters to be 
considered however: and many penetrat- 
ing and imagination-stirring phrases. 

I would calliyour attention to the distinc- 
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tion he draws between the classical method 
of science, which depends upon the isola- 
tion of a single variable in large scale 
simple systems, and the contrasting logic 
of contemporary physics, where the meth- 
od of science has become the “application 


of highly refined and abstract notions of. 


probabilistic interactions between uniden- 
tifable elements in complex micro- 
systems.” This throws a light on the essen- 
tial challenge with which the effort to 
integrate neurophysiology and psychology 
confronts us; because in psychobiology, 
as he points out, we have large scale and 
complex systems, which are made up of 
heterogeneous and not homogeneous ele- 
ments; and unlike the cells of the blood- 
stream they do not interact in parallel but 
freely, and with an almost infinite variety 
of interconnecting patterns. If one con- 
siders the 10,000 million neurones in our 
nervous system, and the number of patterns 
in which their connections can be arranged, 
the possibilities become not only immeas- 
urable but almost inconceivable, even by 
that superlatively equipped apparatus, the 
brain itself. 

Then he points clearly to the basic 
scientific significance of psychoanalysis, 
seeing with extraordinary perspicacity that 
the essence of its technique derives from 
the laboratory rather than the clinic, and 
that its observational situation is so de- 
signed as to ensure that information will 
flow predominantly from the complex sys- 
tem which is under scrutiny to the observer 
and not in both directions simultaneously 
as happens in all other human interactions. 
It is highly significant that without sac- 
rificing one legitimate skeptical doubt our 
gifted lecturer cam characterize so clearly 
the essential position in science of psycho- 
analytic methodology. І might add that 
even among analysts there are not many 
who do so, and that he is one of the few 
among experimental physiologists who has 
this understanding. 

Glider planes happen to be our lecturer's 
preferred method of personal transporta- 
tion ; and he uses them much as the cat in 
the fable used his seven-league boots. Thus 
his next great glide is to explain why mod- 
els are the best means to close the body- 
mind gap. With words which are poetic 
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in their economy and clarity, he points out 
the advantages of the model : thet it is al- 
ways and frankly an analogy, that it either 
stands or it breaks down, but that when it 
breaks it breaks clean. "They shear with a 
clean snap and do not yield and fw аз 
words and phrases do." Never have I heard 
the ultimate difficulty of all psychologizing 
more pungently expressed. All psychclogies 
depend uniquely upon words. Yet words 
are as treacherous as quicksand. They 
“yield and flow” when we put our weight 
on them, molded by our prejudicies and 
partisan feelings. And we are worse than 
Tweedle-Dum and Tweedle-Dee in Alice. 
We make them mean whatever we want 
them to mean, without even paying them 
extra. And this we cannot do with the mod- 
el. Thus without laboring the point, he 
makes clear the basic technical philcsophy 
that underlies the use of models m the 
effort to bridge the gap between physiology 
and psychology. 

But then, unhappily and inevitably mo- 
ments come when he too has to use words, 
and he illustrates the very treachery of 
words which he deplores. Thus when he 
describes what models have been able to 
do, he speaks of “goal-seeking behavior,” 
“self-regulation and self-repair,” “apprecia- 
tion of optima,” of “logical decision,” “free 
choice between equally probable objec- 
tives” ; the “identification of self,” the “de- 
velopment of personality,” the “formation 
of cooperative communities,” the “modifica- 
tion of behavior by experience.” Here I 
have to ask whether his words are not 
now flowing and yielding under his weight, 
whether these are actually identitiss or 
mere analogies, or at most a spectrum, of 
complexity; and whether the spectrum 
exists with continuity or discontinuity still 
remains to be demonstrated. Surely it is 
not entirely an accident that it is precisely 
at this difficult point that the issue of 
vitalism rears its tempting and uneasy 
head. 

I must ask some more questions, It is 


true, of course that he can make a machine, , 


his “Machina docilis," that can learn cer- 
tain things. It can select relevant informa- 
tion from random iaput, called “noise.” 
It can store and classify this information 


and it can re-combine it into new corbina- 
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tions. And the machine shows some indi- 
vidual idiosyncrasies. 

But equally important are the things it 
cannot do. Is there any individual machine 
which can develop an obsessional work 
block, potential capable of doing great 
things but capable none the less of daw- 
-dling ? Can he make a machine that would 
fantasy action instead of action? Can he 
conversely make a machine with a repeti- 


tive and insatiable (i.e. compulsive) learn-. 


ing drive or a need incessantly to do in- 
stead of to fantasy ? 

Or let us take another step. Can he make 
a machine which would experience and 
even communicate something similar to 
elation if it succeeds, or to depression if it 
fails ? Even more important can he make a 
machine which will react to failure with 
elation and with depression to success? 
Has he a machine which will play truant 
from school, substituting other forms of 
misbehavior like a juvenile delinquent or 
for that matter like a senile delinquent. 

These are some of the limitations of the 
machine models ; and they should be borne 
in mind even as we are impressed by their 
extraordinary versatility. 

Then he swoops again, this time to the 
question of how to classify the subtle 
qualities and functions of which this ex- 
traordinary ard almost infinitely complex 
machine is capable. Here his basic verbal 
tools are the concepts versatility, imagery, 
stability, ductility, out of which he must 
derive learning and memory and motiva- 
tion and imagination and originality and 
personality. I must challenge him here 
again; because suddenly we meet another 
word which gives me pause. I have never 
been sure thet there is such a thing as 
personality—not at least as a Ding-an-Sich. 
Is personality a quality, a function, an 
attribute which is in а person ? Or is it an 
intuitive, Һу colored (or discolored) 
impression which exists only in the eye and 
mind of the beholder, a different one in the 
mind of each beholder? A nice question 
this, when we stop to think of the reams of 
paper and ink and experimental work which 
have been devoted to efforts to define and 
measure something *vhich may not even 
exist as such. Consider, only the number of 
Ph.D. theses which have been written on 
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this elusive topic ! Perhaps it has eluded 


our search precisely because it is an abstrac- . 


tion which has no more claim than a Uni- 


corn to existence as a definable unit. Wil- ` 


liam James pointed out many years ago 
that Consciousness is an abstraction and 
that it has по’ existence except as an ab- 
straction from, moments of a man being 
aware simultarieously of himself and also of 
himself being! aware of something. The 
same may be true of personality. 

Then comes} another great leap, which 
carries our lecturer to one of the most 
important developments in the correlation 


between behavior and electrical studies of 


the activities of the brain, namely the ` 


establishing ofi a high corr elation between 
the capacity of an individual for versatile 
behavior and. high variants in brain 
rhythms. This:leads him to consider the 
significance of this in relation to the amount 
of variety which is needed to recognize 
variety (Ashby), to communications theory, 
and then to a consideration of the fact 
that adaptive behavior is built out of con- 
ditioned reflexes superimposed upon un- 
conditioned réflexes, a process which is 
governed by statistical laws. In this process 
he recognizes three essential stages: (a) 
the selection of relevance out of random 
input on “noise,” (b) storage and classifica- 
tion of input bits, (c) the re-combination 
of stored data ‘to form fresh psychological 
events. In essence this is the method by 
which the central core of preconscious 
processing is built into the psychophysi- 
ology of behavior. As we begin to grasp 
the full implications of this preconscious 
conditioning, we face a new understanding 
of the variety and detail of human exper- 
ience. What Grey Walter outlines here 
provides a basis for understanding of (a) 
preconscious filtering of data, and (b) for 
preconscious conditioning built out of and 
around the unconditioned reflexes which 
arise directly out of the body’s essential 
homeostatic and homeothermic biochemical 
and biophysical requirements. 

The speaker then makes a passing refer- 
ence to the data dependent upon afferent 
isolation. Here again he slips into verbal 
error, by using the currently accepted but 
fallacious term! "sensory deprivation.” The 
phenomena are afferent but not sensory ; 
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and are dependent not upon deprivation 
(a word which begs the whole question 


“of its mechanism) but upon relative isola- 


tion. No method has been devised by which 
the continuous inflow of preconscious en- 
teroceptive afferents has been eliminated. 
The exteroceptive inflow can be eliminated 
and proprioceptive afferents reduced ; but 
that is all. Secondly, we should not over- 
look the significance of sharply localized 
afferent reductions, as first emphasized by 
Cushing in World War I. Quite unwittingly 
Cushing showed that the tragedies of war 
gave experimental verification to Freud's 
basic observation on the role of sacral 
functions in behavior. Cushing observed 
that if а man is cut off from all afferents 
from the lumbosacral segments by a tran- 
section of the cord above the lumbosacral 
level, he becomes a philosopher and a 
model of resignation. This is a form of 
selective afferent isolation the significance 
of which must be kept in mind in the inter- 
pretation of all current experiments in this 
area. 

The speaker next leads us to consider 
the role of the autonomic nervous system ; 
and here he brings to us a direct report 
of his own experimental work with the 
galvanic skin reflexes (more particularly, 
alterations of skin resistance). He focuses 
on the duration of the latency period of 
conditioned as opposed to unconditioned 
galvanic skin reflexes, and shows that the 
latency periods for the unconditioned re- 
sponses are always briefer than the latency 
period for conditioned responses. With this 
as a base, he describes a series of experi- 
ments on the spontaneous, unguided learn- 
ing process (i£.e., learning specifically how 
to avoid an umpleasant stimulus). He 
shows how the learning curve varies from 
one individual to another, and how this 
variation correlates with a shift from un- 
conditioned responses with brief latency 
periods to longer latency periods for the 
conditioned responses, until finally the 
avoidance response is so completely 
learned that the galvanic skin reflex itself 
is no longer evoked. Here again one sees 
clearly the role of preconscious functions 
in the wholly preconscious acquisition of 
autonomic responses. 

Here we must consider further the data 


GREY WALTER 


693 


from experiments on human cerebral vi- 
tality. Of special relevance is the selective 
correspondence of intra-cerebral events 
with the patterns of external events, a cor- 
respondence which requires some process 
of selective filtering at a primary intake 
point, a “significance filter” or “relevance 
filter,” as Grey Walter calls it. This implies 
a matching of signals from incoming 
“gestalt?” to some pre-set pattern. This 
too is linked directly to instinctual behavior 
through the galvanic skin reflex. And here 
the emphasis on the skin is of even greater 
importance than Dr. Grey Walter takes 
time to point out. The skin is the boundary 
between each of us and the outside world, 
between the "I" and the “non-l” world. 
Moreover, distance receptors are mere ex- 
tensions from the skin,—like the relztion 
of wire-tapping to the unaided humaa ear. 
It is this which gives peculiar significance 
to his studies of variations in the latency 
of the galvanic skin reflexes of conditioned 
and unconditioned stimuli in the learning 
process. 

It may however, be useful to emphasize 
the fact that all such conditioning, both 
autonomic and psycho-motor, the result- 
ant intra-cerebral mechanisms fcr coding 
and sorting, the widely dispersed relays 
which insure attention, all of thes» operate 
not in the conscious symbolic system nor 
in the system of distorted or "unconscious" 
symbolic processing (in the psychoana- 
lytic sense) but on the preconscious level. 
This gives to preconscious processing a 
dominant significance in Luman mental 
life. 

Ultimately, if the machine model is to 
become a more adequate diagram of human 
mental equipment, it must provides us 
with a facsimile of 3 basic modes of 
mental functioning : 

(a) The vast majority of its action must 
take place on a level which is equivalent 


‘to preconscious processing. It is mainly 


on this level that unconditional responses 
occur to specific stimuli, with diffuse trans- 
mission to hypo-thalamic autonomic path- 
ways for homeostatic and homeothermic 
controls ; and it is in the same preconscious 
system that conditioped responses with 
longer latencies lead to less sterotype= pat- 
terns. For it is оп tlfis level that we estab- 
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lish conditioned reflexes to novel or neutral 
stimuli which have been linked to the 
unconditioned stimulis. Therefore, it is 
this which provides the initial diffuse 
searching and the gradual orientation which 
leads to adaptation. It is this multiple in- 
flow and outflow, including the autonomic, 
which constitutes the raw material of the 
learning process. 

Finally, it is on this level that input pat- 
terns are matched with pre-learned config- 
urations. 

All of this occurs through preconscious 
processing, based on unconditioned and 
conditional reflexes. This then is the core 
of what the machine model must in some 
measure set out to duplicate. 
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(b) The next step however, is even 
more difficult. Superimposed on the pre- 


conscious process is a symbolic system ' 


which samples the preconscious stream. 
This must also include self-sampling, if 
it is to bea true analogy to human symbolic 
behavior. Moreover the sampling process 
feeds bits of information data back into 
the preconscious stream through fresh con- 
ditioned reflexes. This also must be 
matched by the machine model. 

(c) Finally, the machine model must 
reproduce in some measure that distortion 
of the sampling and self-sampling system, 
which in hunian affairs we call "uncon- 
scious.” To reproduce all three of these 
ingredients would be the ultimate goal of 
the machine model. 
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INFORMATION INPUT OVERLOAD AND PSYCHOPATHOLOGY ! 


JAMES G. MILLER, M.D., Ph.D.? з 


It is a commonplace that variations in 
rates of input of energy or matter to the 
nervous system can result in pathological 
behavior, even complete breakdown in 
function and death. This is true both of 
lacks of energy or matter input, such as 
cerebral hypoglycemia апа generalized 
starvation, and also excesses of energy or 
matter input, such as heat stroke and mag- 
nesium poisoning. So there can be energy 
or matter input underloads and overloads 
to the brain. 

In the last decade increasing attention 
has been devoted by physical, biological, 
and social scientists to the effects of altera- 
tions of rates of information input into 
systems, independent of changes in energy 
or matter flows. We use "information" in the 
currently accepted technical sense and are 
concerned not with the value of the infor- 
mation, but rather with the quantity of it. 
When measuring amounts of information, 
our units, according to current convention, 
will be binary digits or bits. The present 
view of information theory is that signals 
are complexes of data transmitted from one 
physical system to another, conveying in- 
formation only if they could пої Бе pre- 
dicted from data previously available to the 
receiving system. As Jackson says(5) : 


Incomplete knowledge of the future, and also 
of the past of the transmitter from which the 
future might be constructed, is at the very 
basis of the concept of information. On the 


other hand, complete ignorance also precludes 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 Director, Mental Health Research Institute, Univer- 
sity of Michigan, Ann Arbor, Mich. 

3 The author wishes to express his indebtedness to 
all his associates at the Mental Health Research 
Institute, whose continual discussions provided the 
substrate on which this research grew, and especially 
to Donald Marquis, Richard Meier, William Hor- 
vath, Caxton Foster, Arnold Horowitz, Donald May- 
nard, Kent Marquis, Lillian Kelly, Tom Mahs, Paul 
Halick, Merrill Jackson, Leonard Uhr, and Thomas 
Law. This research was supported in part by Depart- 
ment of the Army Contract DA-36-039-sc-78801 and 
by United States Public Health Service Grant MY- 
1871. 


communication; a common language is re- 
quired, that is to say an agreement between 
the transmitter and the receiver regarding 
the elements used in the communication proc- 
ess. . . . The information of a message can 
be defined as the “minimum number of binary 
decisions which enable the receiver to recon- 
struct the message, on the basis of the data 
already available to him." These data com- 
prise both the convention regerding the sym- 
bols and the language used, and the knowl- 
edge available at the moment when the mes- 


' sage started. 


INFORMATION INPUT UNDERLOAD 


In the last few years there have been a 
number of experimental studies suggesting 
that pathological function of the nervous 
system and abnormal behavior can -esult 
from information input underload, often 
referred to as "sensory deprivation." Spitz 
(14) and Fischer(1) have held that the 
stimulation from the interaction between an 
infant with its mother, particularly in the 
third to sixth months of infancy, is neces- 
sary for normal mental development. 
Studying single children and small groups 
in institutions, they have contended that 
the effects of "hospitalism" in situations 
where maternal stimulation is lacking may 
lead to severe mental retardation. As yet, 
this question has not been studied with 
appropriate controls. Several rigorous ex- 
periments with animals on related issues, 
however, have been carried out. For in- 
stance Riesen(13) found that ic he raised 
a chimpanzee in complete darkness for 
the first 3 months of life and then brought 
it into light, it would never be able after- 
ward to see perfectly. Apparently some sort 
of information input or sensory stimulation 
was necessary during the first З months for 
the visual nervous system to develop prop- 
erly. On the other hand, a chimpanzee 
raised in light for the first 3 months and 
then kept in darkness for as much as. 6 
months, when returned to light, had tem- 
porary difficulty seeing, which cuickly 
cleared up. The first few months appeared 
to be the critical period of need for visual 
inputs. Thompson апа Негоп(15) found 
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that puppies reared with restricted sensory 
and perceptuel experiences showed more 
active exploratory behavior than normal 
in later life. This fits in with the fact (cf. 
12) that the genitalia of infant rats must 
be licked by their mothers or be stroked 
lightly by a human caretaker with a 
pledget of cotton to elicit urination or defe- 
cation. This is not a mechanical effect of the 
mother’s tongue or the cotton, but is med- 
iated through sense receptors on the rat’s 
skin. Also Meier and Stuart(9) have shown 
in a controlled study that handling and 
fondling kittens will speed up the normal 
maturational fur color change. 

A good deal of attention has been given 
to the sensory deprivation work of Heron, 
Doane, and Scoit(4) in Hebb’s labora- 
-tories, of Lilly (8), and of others. These in- 
vestigators have reported that diminishing 
the normal rate of sensory input to human 
subjects, either in closed booths or sub- 
merged under water with eyes and ears 
covered and a breathing tube to the surface, 
in a few hours produces delusions, illusions, 
hallucinations, and other abnormal psy- 
chic phenomena in some ways like psy- 
chotic states. 

From all these human and animal inves- 
tigations it арреа-ѕ that the organism must 
receive a certain rate of flow of sensory 
information for normal development, par- 
ticularly in infancy, and also for the main- 
tenance of adjustment throughout life. If 
information input underload occurs, path- 
ological behavior and perhaps permanent 
structural change result. 


ANECDOTES ON INFORMATION OVERLOAD 


In our present research we are asking 
whether the reverse condition, information 
input overload, can also produce psycho- 
pathology. This seems reasonable, since 
both energy underload and energy over- 
load can disturb organisms. We have not 
discovered any publications giving clear- 
cut indication of this. There are, of course, 
suggestive ane2dctes. It is not only in nov- 
els and motion pictures that corporation 
executives, under prolonged daily pressure 
to make many rapid-fire decisions, break 
down. The speedy aging of America’s pres- 
idents, largely from the rush of their life 
and the continual weight of decisions, has 
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been noted. The pressure on generals in 
wartime often Баз comparable effects. 
Perhaps the many blatant and competing 
sources of information—radio, television, 
movies, magazines, and newspapers—con- 
tribute to the! increased tension said to 
characterize our age. In the moving pic- 
tures a person; breaking down emotionally 
is depicted as seeing whirling bright lights 
coming toward! him, loud noises, and other 


. information overloads, as if this were the 


subjective experience of patients in this 
plight. But this is anecdote, not controlled 
experimentation. Is it possible to determine 
rigorously the effeots of information input 
overload ? | 

GENERALIZATIONS ABOUT 

FIVE LEVELS OF! SYSTEMS 


The preliminary studies which we shall 
report here are directed to this question. 
They are conducted in the conceptual 
framework of the general behavior systems 
theory being developed by our research 
group(10). We are concerned with individ- 
uals, but also we wish to discover whether 
there are measurable similarities in the 
functions of various levels of behaving 
systems. We аге equally interested in sys- 
tematic differences across these levels. So 
we have undertaken to investigate the ef- 
fects of information input overloads on 5 
levels of behaving systems : The cell (the 
neurone), which is a subsystem of the 
organ (the brain), which is a subsystem of 
the individual, who is a subsystem of the 
small face-to-face group, which is a subsvs- 
tem of the larger social institution. Our re- 
search, therefóre, comprises 5 separate, 
concurrent studies with similar research 
designs, at the levels of cell, organ, in- 
dividual, group, and social institution. 

Three aspects of behaving systems can be 
studied in relation to information input 
overload. The! first is their performance 
when viewed as channels transmitting in- 
formation; that is, the relation between 
the input of information into the system 
and its output. The second is the mecha- 
nisms of defense or adjustment of the svs- 
tem to the stress of information input 
overload. And the third is the costs. 

Concerning performance, we have con- 
cluded from a literature survey that if in- 

| 
| 


i 
М * 
i 


at 


E ye 


‚ 1960 1 


put in bits per second is plotted on the 
abscissa against output in the same units on 


'the ordinate, output will rise as a linear 


function of input up to a certain point, 
leveling out at a channel capacity which 
cannot be exceeded, remaining at that 
level for a period. It will probably then 
decrease swiftly, the amount of information 
being put out actually decreasing in a “соп- 


fusional state" as the input rate continues 
. to increase. This represents a final collapse 


of this function of the system. 
In our literature search we tried to dis- 
cover all the mechanisms of adjustment 


.used by systems to handle information 


overloads. We identified a number, each 
of which in some way helps with the prob- 


-Jem, but each of which also has a cost in 


some sort of decreased efficiency of infor- 
mation transmission. Not all systems have 
all these mechanisms of adjustment avail- 
able to them. In general it seems that the 
larger and more complex systems have 
more of them, which is understandable 
because they have more specialized sub- 
systems, whose functions are to provide 
such mechanisms. Those which we have 
identified are: (a) omission—temporary 
nonprocessing of information; (b) error— 
processing incorrect information, which 
may enable the system to return to normal 
processing afterwards ; (c) queuing—delay- 
ing the response during a period of high 
overlap of input information in the expec- 
tation that it'may be possible to catch up 
during a lull; (d) filtering—neglecting to 


. process certain categories of information 


while processing others; (e) cutting cate- 
gories of discrimination—responding in a 
general way to the input, but with less 
precision than would be done at lower 
rates, i.e., instead of reporting “I see yel- 
low,” saying “I see a light color" or “I see 
a color”; (f) employing multiple channels 
—processing information through two or 
more parallel channels at the same time ; 
decentralization is а special case of this; 
and (g) escape from the task. 

These mechanisms of adjustment do not 
sound like the classic mechanisms of de- 
fense of Anna Freud, but they may overlap 
somewhat. For example, the mechanism 
of isolation may be like omission and flight 
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from reality may be like escape from the 
task. 

Costs of information transmission may 
be quantified-variously. One may mezsure 
the amount of energy required by the sys- 
tem to transmit an average bit of informa- 
tion; the amount of some other scarcity 
required to transmit an average bit; the 
amount stressful overload shortens the du- 
ration of survival of the system or orgarism; 
and even perhaps the effects in altering 
the probability of risks taken by the svstem 
in making decisions critical to its contin- 
uing existence. 

In general we conclude from our litera- 
ture studies that the cost per Dit of informa- 
tion flow at very high rates is probably 
much greater than at low rates, rising pre- 
cipitously at the confusion period as the 
system begins to break down. However, the 
empirical measurement in comparable units 
of costs of information flow across the var- 
ious levels of systems is difficult and we 
have not yet undertaken such studies. We 
mention them simply as possible future re- 
searches and shall now turn to the details 
of measurements of performance and mech- 
anisms of defense at the various levels of 


. systems. 


DATA ON THE CELL 


It is possible to overload a cell special- 
ized for the transmission of information—a 
neurone—by increasing the rate of input of 
electrical impulses to it until finally its 
transmission breaks down. This is rot an 
energy overload, and is rapidly reversible. 
A review of relevant articles indicates that 
there is as yet по agreement as to how 
neurones code information, whether ampli- 
tude modulation, frequency modu_ation, 
pulse duration modulation, or some other 
method is employed. We therefore cannot 
make a direct translation from neural im- 
pulses per second to bits per second. How- 
ever, if we were to make the not-too-unrea- 
sonable first-order assumption that there is 
a correlation of some sort between the 
number of impulses and the number of bits 
per..second, input-output performance 
curves of neurones in units of impulses per 
second ‘may be assumed to have a similar 
shape. to :curves calculated. in bits per 
second. In many netrophysiological studies 
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the rates of stimulation of cells were altered 
and the outputs measured electronically. 
For example, Granit and Phillips(3) re- 
ported concerning the responses of a Pur- 
kinje cell of the cerebellum that its output 
rate followed the input rate up to about 
180 impulses per second, but when stim- 
ulated at a faster rate (280 impulses per 
second), its output fell to 30 a second. 


THE ORGAN SYSTEM 


Input-output performance characteristics 
of total ограп systems have also been 
studied, the units in such researches also 
being impulses rather than bits per second. 
Function of the complete visual tract, an 
entire organ system, was investigated, for 
instance, by Jung and Baumgartner(6). 
They made microelectrode recordings from 
the optical cortex in cats being stimulated 
by light impulses of constant duration but 
various rates of flicker. Concerning what 
they called “B-type” reactions in the optical 
cortex, they made the following findings : 
the discharge rate increased from about 22 
per second when 4 flashes per second were 
given to the cat, up to a maximum of about 
25 per second when 7 flashes per second 
were administered. On further increase of 
flash frequency the rate of impulses dimin- 
ished, so that at 10 flashes per second it was 
‚18; at 18 flashes per second it was 15 ; and 
at 50 flashes per second it was 6. 


THE INDIVIDUAL 


Quastler and Wulff(11) investigated pi- 
ano playing as an example of information 
transmission by individuals. Random music, 
constructed from a table of random num- 
bers, was played by 3 young pianists who 
were excellent sight readers. After practice 
with this sort of music, the subjects esti- 
mated the highest rate at which they could 
play the music at sight. This rate was set 
on an electric metronome, and the first test 
piece presented. Successive numbers were 
then presented at gradüally increasing 
speeds, up to a rate which was obviously 
well beyond their capabilities. АП perform- 
ances were recorded on tape and timed 
with a stopwatch. The errors in the differ- 
ent performances were scored by listening 
to the tapes. From these errors plus knowl- 
edge of the amount of music played in 


a given time, rates of information trans- 
mission were calculated. 


The results of these tests were as fol. 


lows: The pianists made few errors up 
to a speed of about 5.2 keys per second. 
Thereafter аз’ speed increased, precision 
was sacrificed and the error rate increased 
so that both the transmission rate per sec- 
ond and the number of correct keys per 
second remained approximately constant. 
Then the proportional trading of speed for 
precision went on until а second critical 
point was reached, which was the highest 
useful speed, ‘about 10 keys per second. 
Beyond this rate the quality of performance 
deteriorated rapidly, as a result of con- 
fusion. The peak transmission rates were 
between 10 and 14 bits a second when 3 
to 5 keys of the piano were used ; 16 bits 
a second with 9 keys; 19 bits a second 
with 15 keys; 23 bits a second with 25 
keys; and 22 bits a second with 37 keys. 


When the range was extended to 65 keys, . 


a few errors occurred even at low speeds, 
and the transmission rate peaked at only 
about 17 БИ ‘а second, because frequent 
jumps had to: be made between distant 
keys. There were individual differences 
among the subjects in the mechanisms of 
adjustment to information input overload. 
One sacrificed speed but minimized er- 
rors ; another kept closer to the established 
speed than the others, though with more 
errors. | 


THE GROUP 


At the group level Lanzetta and Roby(7) 
conducted ап experiment with sets of 3 
subjects seated in separate booths, com- 
municating by ап interphone circuit 
through which, by depressing a hand 
switch, any subject could speak simul- 
taneously with both other subjects. In 
each booth were 2 switches, each with one 
"off" and 3 “оп” positions. There were also 
printed орао instructions in the booth. 
A slide projector threw pictures of 2 sim- 
ulated aircraft instruments on the front 
wall of each booth. The subjects were re- 
quired to relay information presented to 
them by instrument readings to the proper 
booth and to execute control actions with 
their switches, based on relayed or directly 
available instrument readings. The settings 
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of the instruments were automatically re- 
corded. 

The rate of presentation of the slides was 
altered and other changes were also made 
in the situation, Average group error in- 
creased as the rate of information trans- 
mission in bits per minute increased. The 
maximum rate of information transmission 
in these groups was 12.64 bits per minute. 


THE SOCIAL INSTITUTION 


Data concerning information input over- 
load in social institutions are rare, but 
Fritz and Grier(2) have studied informa- 
tion flow in human organizations larger 
than groups in direct contact, specifically 
the conversations between pilots and con- 
trol tower operators during landings at 
an Air Force training base. In this situation 
the upper limit of transmission observed 
was about two bits per second, by their 
perhaps questionable calculations, and 
there was evidence that above such a rate 
overloading could occur. 

The various researches reviewed indi- 
cated that at different levels a number of 
the mechanisms of adjustment mentioned 
above are employed, including omissions, 
errors, queuing, and filtering. 

It appears that channel capacities per 
channel are less the larger the system. This 
is a regular, hierarchical difference, pro- 
ceeding from a maximum of several hun- 
dred impulses (or bits) per second at the 
level of the neurone, to perhaps 200 at the 
organ system, to about 30 for the individ- 
ual, to a good deal less for the group and 
the social institution, although these last 
values are less certain. While it is not 
entirely obvious from the literature at pres- 
ent, it does make sense that the more com- 
ponents there are in a channel, the more 
opportunities there are for loss of informa- 
tion at junctions between subsystems. Also, 
no such channel is faster than its slowest 
.component. Of course large systems have 
many more parallel channels than small 
systems, so that they can handle more in- 
formation overall, even though the average 
channel capacity is lower because the aver- 
age channel is longer and has more sub- 
systems. 


OUR CURRENT EXPERIMENTS 
An interdisciplinary team in our Insti- 


tute is now collecting data on perforrzance 
of systems at 5 levels under information 
input overload. For neurones we are tzying 
to determine the method of information 
coding by a sort of cryptographic analysis. 
We plan to make a contingency table, 
plotting various sorts of inputs to neurones 
against their respective outputs, hcoeful 
of learning by analysis of that table what 
code or codes are used. We have built an 
apparatus capable of stimulating neurones 
at various rates, with various degrees of 
regularity or randomness, and at various 
intensities. We are studying individual fi- 
bers in frog nerves, recording outputs from 
microelectrodes. 

At the level of the organ we plan to 
study the visual nervous system of the cat, 
stimulating the retina electrically and pho- 
tically with our apparatus and reccrding 
outputs through electrodes implanted on 
the optic nerve, the lateral geniculats, the 
superior colliculus, and the calcarine fissure 
area of the cortex. In these cell and organ 
level studies we expect to find perforraance 
curves rising to channel capacity, levelling 
out, and eventually breaking downwerd as 
input rates increase. Further, we expect 
to find in the cell the mechanisms of ad- 
justment of omission and error (that is, 
stimuli not strong enough to fire the next 
neurone in a chain). Queuing may well 
also exist. The neural threshold constitutes 
a type of filtering. Whether other mech- 
anisms of adjustment will be found 55 un- 
certain, but at the level of the organ, of 
course, multiple channels also exist. 

Individual and group experiments have 
both been done on the JOTA apparatus 
which we have designed and built. This 
is a piece of equipment by which simüli 
are presented to a subject on a transparent 
ground glass screen about 3 by 4 feet in 
size, which sits on a table in front oF him. 
He responds by pushing appropriate but- 


-tons arrayed before him. Stimuli are thrown 


on the back of the screen by a Percepto- 
scope, which is а sort of projector czpable 
of showing movie film at rates of from one 
to 24 frames per second. The film contains 
little white dials with black arrov;s on 
them, which can appqar in from 1 to 8 of 
the 8 two-inch wide vertical slots which 
run down the screeh in front of the sub- 
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ject. Arrows can assume any one of 8 angu- 
lar positions, like clock hands. Before the 
subject is a set of 8 buttons for each of the 
slots being used. Since he can see stimuli 
in a maximum of 8 slots at once, altogether 
he has 64 buttons, 8 sets of 8 buttons each. 
If an arrow in Position b appears in Slot 
3, the correct response is to push Button 
b of the set for Slot 3. Any other response 
is an error. If the subject pushes none, 
that is an omission. 

Queuing is also possible. The subject 
has a foot pedal by which he can lower 
or raise opaque strips behind each of the 
slots. At the beginning of each test only 
the top square in each of the slots being 
used is open so that light can come through. 
However, if the subject pushes his pedal, he 
can move the opaque strips to open up to 
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11 more squares, a maximum of 12. By 
pushing the pedal in the other direction he 
can close these up again, as he wishes. ` 
The moving picture film is so made that 
if an arrow appears in Position b in Slot 3 
in Frame 1 of Ње film, it goes to the next 
lower position in that slot in Frame 2, and 
to the next lower in Frame 3, until it has 
gone through all 12 positions and finally. 
disappears from the screen. In the mean- 
time other stimuli may be appearing higher 
in the same slot or in others. When the 
subject pushes his queuing pedal, he there- 
fore gives himself more time to respond 
to the stimulus before it disappears. He 
can filter by paying attention only to the 
arrows pointing up or to those pointing to 
the left, rather than to all 8. positions. He 
can cut categories of discrimination by 
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pushing all 4 left buttons in Slot 3 if he is 
not sure exactly in which of the 4 left direc- 
tions the arrow pointed, but knows it 
pointed toward the left, or by pushing all 
8 buttons for Slot 3 if he simply saw an 
arrow but has no idea as to its direction. 
On occasion he can use multiple channels 
by working with both hands at the same 
time. Finally escape is possible, if he gives 
‚ up and refuses to continue the task. So 
all the mechanisms of adjustment we have 
mentioned are possible on the IOTA. 
This apparatus can increase in several 
ways the amount of information per sec- 
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ond being processed : by speeding the rete ; 
by increasing from 2 to 8 the rumber of al- 
ternate positions for the arrows ; by raising 
the number of slots used simultaneou:ly ; 
or by altering the degree of regularit; or 
randomness of the presentations. 

We have run experiments on this equip- 
ment with trained individual subjects. 
Performance curves for two subjects are 
seen in Figure 1. There are individual dif- 
ferences, but the curves have similar forms, 
rising to & channel capacity between 4.5 
and 6 bits a second and then perkaps 
falling off, though our data so far do not 
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make us certain this fall occurs. All mech- 
anisms of adjustment mentioned above ex- 
cept multiple channels and escape were 
used by these subjects, as indicated in Fig: 
ure 2. In general the use of these mecha- 
nisms—especially omissions and filtering— 
increased as the loads increased. 

We have also begun to use the IOTA 
apparatus with groups. In this situation 3 
members of the group, А, B, and D, face 
the screen. А calls out the slot in which 
an arrow appears, and‘B calls out a letter 
representing the position. C, whose back 
is turned to the screen but who is facing 
the buttons, then pushes a button in terms 
of the information he got from A and B. 
When C pushes a button a small red light 
in one of 8 positions lights up over one of 
the slots, 
pushed. If his push is correct, D says 
nothing. If the push is incorrect, D cor- 
rects him and C pushes another button 
until he finally pushes the right one. The 
performance curves from our runs with 
two groups (Figure 3), have the same gen- 
eral appearance as the performance curves 
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of the individual subjects, though at lower 
channel capacities between 2 and 2.5. bits 
per second. ‘Also the use of mechanisms 
of adjustment (Figure 4) was comparable, 
although it happened that queuing was 
not employed. Group system organization 
involves new and interesting problems 
related to the various roles of its members 
and the effects of their intercommunication 
channels on the group performance. 
Finally a comment on the level of the 
social institution. We are arranging to do 
research in the next few months on the 
overloading of a simulator developed for 
training and'research on the operation of 
our national air raid warning system. In 


‘this simulator, groups of individuals in 


separate rooms receive information auto- 
matically, concerning planes flying in the 
particular air spaces for which they are 
responsible, They reinterpret these signals 
so that they can be plotted on the coordi- 
nates of information boards, for the military 
command. We plan to generate different 
presentation -rates with various degrees of 
randomness of signals in different positioris, 
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`апа to discover the performance charac- 
teristics, channel capacity, and mechanisms 
of adjustment of this heirarchical, larger 
than face-to-face social institution. It is ap- 
parent that the same types of dimensions 
can be used in measuring this sort of per- 
formance as in smaller systems. Preliminary 
experiments done by others with such man- 
machine systems have shown that under 
high overload rates they сап break down 
and that, as would be expected, the systems 
are under real stress in saturation raids 
and other overload circumstances. 


CONCLUSION 


Although more than a thousand related 
articles were reviewed in our literature 
survey, no references were ever found in 
them or in their bibliographies crossing 
from one level, say the neuxophysiology of 
the cell, to another, such as group psycholo- 
gy. In one article an offhand suggestion was 
found that such generalization might be 
possible, but it was apparent that in pres- 
ent-day behavioral science cross-level sim- 
ilarities are rarely considered and general 
systems properties seldom taken into ас- 
count. This, despite the fact that at all 
levels comparable performance curves 
have been discovered. Since such general 
systems characteristics are not sought, the 
same phenomenon, with different names, 
different dimensions and units, is being 
discovered over and over again at different 
levels. Knovwn for many years in neuro- 
physiology, it is only recently being recog- 
nized at the individual level. Yet it is prob- 
able that, if information input overload 
causes similar performance curves and mo- 
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bilization of comparable defenses at all 
levels of behaving systems, it can explain 
some of the psychopathology of everyday 
life and clinical practice. 
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BRAIN DAMAGE FROM CHRONIC ALCOHOLISM : 
THE DIAGNOSIS OF INTERMEDIATE STAGE | 
OF ALCOHOLIC BRAIN DISEASE? . 


А. E. BENNETT, М.р.?, С. L. MOWERY, ann JOEL T. FORT, M.D. 


Our studies of hundreds of patients in 
the past 7 or 8 years point to the rising in- 
cidence of acute and chronic stages of al- 
coholic brain disease ; and to the existence 
of a midway stage, which we have called 
the intermediate brain syndrome(1). Our 
findings about these stages, particularly the 
intermediate one, have implications for 
practical treatment and a preventive pro- 


gram. 


Pathologic drinking, chronic alcoholism 
and alcoholie addiction have become a 
major national problem. "From a public 
health standpoint, Maurer and Vogel(2) 
state, "probably the most important drug of 
addiction in the United States is alcohol." 
Bowman(3) xaises the question why, out 
of some 70 million persons who use alcohol 
without undue harm, some 5 million use it 
at times to excess and about a million of 
them are alcohol addicts. He concludes 
that existing knowledge and tools must be 
used to the utmost, until research yields 
more adequate data regarding causes of 
alcoholism and methods of treatment. 

Statistics show that organic brain disease 
in alcoholic patients is increasing. The 
first admission rate of alcoholics with psy- 
chosis to: California state mental hospitals 
increased from 5.9 in 1940 to 7.5 in 1953 
per 100,000 civilian population. This in- 
crease in alcoholic brain disease has partly 
replaced the incidence of syphilitic men- 
ingoencephalitis, which in the same period 
dropped from 7.5 to 1.5 per 100,000 pop- 
ulation. In 1953 the first admission rate of 
alcoholics with or without psychosis, 34.3, 
almost equaled that for patients with schiz- 
ophrenia, 36.2 per 100,000 population. 

Many persons still find it hard.to under- 
stand that alcoholism is a disease ; and that 


1 Read at the annual meeting of The Society of Bio- 


logical Psychiatry, Atlantic City, М. ]., June 13-14, 
1959. 

2 From the Department of Psychiatry, Herrick 
Memorial Hospital, and the А. E. Bennett Neuro- 
psychiatric Research Foundation, Berkeley, Calif. 


alcohol addiction is an advanced stage 
which may lead to such other serious dis- 
eases as hepatic, metabolic, renel, cardiac 
and organic brain diseases. The orzanic 
factors in chronic alcoholism tend $o be 
overlooked, and the neglect accounts for 
many failures in treatment. These facts 
are sometimes ignored in the literature. For 
example, Alcoholism as a Medical Ргс оет 
(4), a report of a recent conference spon- 
sored by two New York medical groups, 
has no mention of the incidence and im- 
portance of alcoholic brain disease. 4. few 
investigators have called attention to this 
neglect. Lemere(5) points out tha- the 
habit-forming properties of alcohol have 
been insufficiently stressed in the Ktera- 
ture; and that most alcoholics may drink 
for years “before they gradually and :nsid- 
iously slip over into uncontrolled pathologic 
drinking.” The loss of control he aseribes 
to "physical changes that take place in the 
brain after years of heavy drinking" (6). 

In our experience in the psychiatrie de- 
partment of a private general hospizal, a 
large proportion of patients have been ad- 
mitted because of chronic alcoholism, many 
of them with serious physical com lica- 
tions. Alcoholic brain disease is usually 
classified as : (a) acute alcoholic braim syn- 
drome, acute intoxication, delirium tremens 
and acute hallucinosis—a reversible stage ; 
and (b) chronic brain syndrome, ccttical 
atrophy and midbrain involvement, organic 
dementia or Korsakoffs or Wernicke’s dis- 
ease—an irreversible stage. 

In the past 6 years about 750 patients 
were admitted for alcoholism to the psy- 
chiatric department. Electroencephalo- 
graphic studies showed that in about a 
third of these patients the persistently ab- 
normal EEG pattern would finzlly return 
to normal after months of sobriety. Ccttical 
cerebral atrophy was present in most cases 
of chronic alcoholism. €rom these obzerva- 
tions it was decided to extend the study 
over а comprehensive series of cases. 
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ELECTROENCEPHALOGRAPHIC STUDIES IN 227 
CASES OF ALCOHOLISM 


Electroencephalographic findings were 
persistent mild generalized 15-30 and 4-7 
per second activity, at times with paroxys- 
mal slowing and spiking. Fast activity par- 
allels the acute clinical course of alcoholism 
and can improve. Persistent fast activity 
with slow activity spike discharges indicates 
organic brain pathology. These persistent 
abnormal EEG tracings are a valuable early 
diagnostic sign of organic brain disease. 
In some cases they precede the clinical 
symptoms of organicity. 

Incidence of abnormality in 227 case 
studies: 78 cases with repeat EEG rec- 
ords: 36%; 25 cases with psychological 
tests: 11%: 12 cases with pneumoen- 
cephalograms : 5%. 

1. Acute, stage, 98 cases: Thirty-seven 
(37$) had abnormal EEC records, reversed 
to normal; 8 cases had psychological test- 
ing, 3 with evidence of organicity ; 53 cases 
had normal EEG records. 

2. Intermediate stage, 81 cases: Sixty- 
four (792) had abnormal EEG records, 
usually reversed to normal slowly ; 5 cases 
out of 6 psychological tests showed organic 
brain damage; 4 cases had pneumoen- 
cephalograms 3 of which showed cerebral 
atrophy ; 17 cases had normal EEG records. 

3. Chronic stage, 48 cases: Thirty-eight 
(79%) had abnormal EEG records ; 11 cases 
had psychological tests: all showed evi- 
dence of organic brain damage ; 8 cases had 
pneumoencephalograms: 7 showed cere- 
bral atrophy; 10 cases had normal EEG 
records. 


78 cases with repeat electorencephalograms 


Acute Intermediate Chronic 
15 Cases 39 Cases 24 Cases 


Unchanged 2% 14% 14% 
Decreased abnormality 13% 21% 6% 
Increased abnormality 0% 4% 4% 


CLINICAL OBSERVATIONS OF INTERMEDIATE 
STAGE OF BRAIN DAMAGE 


` Personality changes: These show such 
symptoms as a rationalization of drinking, 
pathologic lying, infantile behavior, poor 
judgment, hostility,eemotional lability, de- 
fiance, denial of illness, | lack of insight. 
Drinking pattern: It is an addictive, de- 
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pendent or compulsive drinking, usually 
with daytime and solitary drinking. 

Physiological reactions: These include 
blackouts, withdrawal reactions, severe 
hangovers. There are deliriod or convulsive 
episodes in about 50% of cases, and systemic 
complications: such as fatty liver, cirrhosis, 
polyneuritis. | 

Psychological test findings: The main 
ones are perceptual (visual) organization 
defect; intelléctual and personality deteri- 
oration ; and impaired abstraction. 

А recent French report by Lafon and co- 
workers(7) of 100 cases of chronic alco- 
holism confirms our findings. The pneumo- 
encephalogra jhic studies showed cerebral 
atrophy in 78 (78%) cases; the atrophy 
often pronouriced, was usually diffuse, and 
was cortical in 8%, subcortical in 44% and 
corticosubcortical in 48%. The degree of 
atrophy did riot correlate strictly with the 
clinical manifestations. This frequency in 
chronic alcoholism suggests a causal link. 
The EEG was abnormal in 80 patients, 
normal in 20. In 58 (58%) patients the 
pneumograms| and EEGs could be definite- 
ly correlated, principally in cases of long- 
standing alcoholism. In the 42% with dis- 
cordant findings the radiologic findings 
were often significant while the EEGs were 
within normal limits. 

Clinical symptoms: This phase of alco- 
holism is hard:to determine accurately from 
only the clinical picture. The patient’s 
drinking pattern often may indicate early 
alcoholic brain disease. He requires a morn- 
ing drink to control his withdrawal symp- 
toms and to keep on at work. His appetite 
may be poor and he does not eat enough, 
so that the nutritional imbalance is aggra- 
vated and avitaminosis may become a cause 
of progressive cortical atrophy. Fatty liver 
changes are ‘common. He has now lost 
control over alcohol. 

A significant early clinical sign is the ap- 
pearance of blackouts or temporary periods 
of amnesia about happenings in the drink- 
ing episodes. ' The patient may resort to 
other addictive drugs to help allay his fears 
and tensions. Possibly within a year or two 
after the development of recurrent black- 
outs, brain damage will begin. 

As the benders become more frequent, 
the patient drinks to relieve symptoms of 
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former bouts and cannot stop drinking even 
when he tries to. At this stage, changes in 


cerebral functions have usually begun and 


there is progressive impairment of frontal 
lobe brain functioning. The patients in- 
creased dependency on alcohol and his in- 
ability to control drinking force him into 
intricate rationalizations, excuses and lies 
which are aptly termed "alcoholic thinking" 
by Alcoholics Anonymous. The drinking 
pattern is compulsive, with solitary and 
daytime drinking. Poor judgment, emo- 
tional lability, infantile behavior, hostility, 
defiance and denial of ilhiess, with almost 
complete lack of insight, make up the 
clinical picture. Too often these symptoms 
are ascribed to the sociopathic personality 
of the patient, whereas they are caused by 
the chronic toxic effects of the addictive 
drug ethyl alcohol, and are organic symp- 
toms of brain damage. 

The concept of alcoholism : 'The clinical 
picture, therefore, consists of two factors : 


the underlying, addiction-prone personality 


and the alcohol pathology. The two factors 
are not easily separated in a given case. 
After an acute episode the underlying per- 
sonality disorder tends to be emphasized 
and the incipient stage of brain syndrome 
to be unnoticed. 

Korsakoffs psychosis or Wernicke's dis- 
ease forms the classic symptoms of chronic 
brain syndrome. There is hemorrhage or 
other degenerative processes in the mid- 
brain, due mainly to nutritional deficiency. 
Pathology is also usually found in the cor- 
tex, because alcohol by its narcotic and 
anoxic effect on nerve tissues leads to cell 
death and cerebral atrophy. Courville(8) 
recently called attention to these pathologic 
effects : 


One of the more common noteworthy effects 
of repeated alcoholic episodes or of chronic 
alcoholism from constant excessive drinking is 
a progressive atrophy of the cortex of the 
frontal lobes. The change affects specifically 
the convolutions of the dorsolateral surface of 
these lobes. This relation to chronic alcoholism 
seems to be one resulting from the toxic effects 
of ethanol rather than malnutrition (avita- 
minosis). 


He calls such chronic alcoholism 


the most common cause of cerebral cortical 
atrophy in the fifth and sixth decades of life. 
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It may appear as early as the first few vears 
of the fourth decade, particularlv in individuals 
who have presented signs of a psycnotic 
trend. 


А report by Tumarkin and coworkers(9) 
discusses the lack of correlation be- 
tween clinical and laboratory signs. Though 
without gross pathologic findings, 7 chronic 
alcoholie male patients showed brain dam- 
age and significant intellectuz] impairment, 
according to abnormal EEG records with 
bilateral, high-amplitude slow waves (3-4 
per sec.) in the frontal and some рапею- 
occipital areas. Certain Wechsler-Bellzvue 
subtests also indicated brain damage and 
significant intellectual impairment. 

These data point to the thesis of a chron- 
ic brain syndrome of cortical patho_ogy. 
Courville’s comment of “individuals who 
have presented signs of a psychotic trend” 
accords with our observation that those 
patients suffering from cortical pathology 
do not show overt signs of orgenic psy- 
chosis, but rather an accentuation end exag- 
geration, to psychotic extent, of the pre- 
existing personality disturbance. Therefore 
the true nature of this state escapes the 
attention of many physicians, including 
psychiatrists, and at the same time helps 
to explain why so manv chronic alcoaolics 
do not respond to psychotherapy. 

The theory, however, that persistent ab- 
normal EEGs indicate the presence of or- 
ganic brain pathology does not mean, con- 
versely, that all organic brain pathology 
is accompanied by abnormal EEGs. In 
some cases of Korsakoffs psychosis, for 
example, the abnormal EEG can improve to 
normal despite the remaining organic pa- 
thology. A similar condition was seen in 
some advanced cases of paretic dementia 


. (10). 


Diagnosis of stages—the value of electro- 
encephalography : As already noted, the 
differentiation of stages of the syndrome 
depends on a careful study of laboratory, 
clinical and psychological findings(11). 
Early in our observations we found that 
in patients who had been hospitalized be- 
cause of an acute brain syndrome the fol- 
lowup EEG records showed various differ- 
ences. In some cases the EEG quickly re- 
turned to normal while in others it re- 
mained abnormal. Abnormal EEGs, how- 
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ever, could not be equated with cortical 
pathology. Only when the patient's mental 
symptoms of acute intoxication related 
mainly to cortical functions and when the 
abnormal EEG record persisted after the 


acute episode, did the combined findings ` 


point to the chronic cortical pathology. 
Moreover, as. reported by Lafon, in 58 of 
100 cases with pneumoencephalographic 
studies, the radiologic.and EEG findings 
could be definitely correlated. 

Therapeutic implications: Abnormal 
EEGs, therefore, that do not clear up fairly 
soon after the acute brain syndrome is 
over point to some residual organic pathol- 
ogy. Prompt recognition of the early stages 
leads to a proper therapeutic program. Such 
patients first need medical care of the or- 
ganic features of brain damage. Half of 
these patients have other systemic diseases, 
such as liver damage, which must be 
treated. Education of relatives as well as of 
the patient as to the significance of brain 
damage is important. Relatives are more 
tolerant of the patient’s personality changes 
and unusual behavior, the better they un- 
derstand that much of these disorders are 
beyond his control, but that the organic 
features will improve with prolonged treat- 
ment. 

The patients require restraining care, 
either prolonged hospital or institutional 
control, until some insight can be estab- 
lished, or close supervision at home to pre- 
vent their access to alcohol. The judicious 
use of disulfiram or citrated calcium car- 
bamonitrile to prevent drinking is an aid 
to home care of the patient. 

The following 3 cases illustrate the value 
of repeated EEG, psychologic and pneu- 
moencephalographic studies in pointing to 
intermediate stage of alcoholic brain. dis- 
ease : 


Case 1: A patient in intermediate stage of 
alcoholic brain disease, reversible after 2 years 
of sobriety. A man of 50 had begun to drink 
heavily.a few years earlier, soon after his son’s 
death. At his first hospitalization for alcoholism; 
delirium tremens developed and was followed 
by two convulsions. An EEG recording taken 
on the day before the first corivulsion showed 
slow activity with superimposed fast activity 
and minimal spike flischarges. The second 
EEG, taken two weeks later, showed essential- 
ly the same findings except for a little in- 
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creased fast activity. The third and fourth 
EEGs, taken 1'month and 2 months after the 
first, still showed abnormally slow activity, but’ 
with decreased’ fast activity and less seizure 
activity. | 

An acute alcoholic bout necessitated the pa- 
tient’s “second hospitalization 1% years later. 
His fifth EEG recording, taken then, showed 


much improvement, with only very mild fast . 


activity ; the sixth, taken a month and a half 
later, again showed generalized slow activity, 
but without spike or fast activity. The patient 
was then put on disulfiram and was able to 
abstain completely from drinking. The seventh 
EEG, taken ai few. months later, showed a 
normal pattern, 


Case 2: А male, age 45, in early phase of 
intermediate brain disease ; psychological tests 
confirmed organic disease and pneumoence- 
phalography showed: early brain atrophy. 
The patient had been a social drinker since 
college days. After discharge from the Army, 
following marital discord and divorce, he be- 
gan excessive and compulsive secret drinking. 
He remarried dnd for 2 years before his ad- 
mission he had had temper outbursts and rages 
and physically ' 'abused his wife. Even small 
amounts of aldohol produced blackouts and 
irrational periods, and his wife had to watch 
over him constantly. Psychotherapy was tried 
for months, and he joined Alcoholics Anony- 
mous, but with: little change in personality or 
behavior. He agreed to hospital care when his 
wife threatened to leave him. Two EEGs were 
normal. А battery of psychologic tests was di- 
agnostic of neurotic character disorder, with 
diffuse organic ‘impairment defect in immed- 
iate memory, some concreteness in thinking 
and a disturbance in his visual spatial organ- 
ization. The pneumonencephalogram showed 
mildly dilated ' ventricles, dilated basal cis- 
terns and all the subarachnoid spaces, sugges- 
tive of brain atrophy. This patient now takes 
disulfiram daily and has remained abstinent 
for 2 years. Helis successful in both his home 
life and his business. 


Case 3: ee ates a case of intermediate 
brain disease that reached irreversible changes. 
A woman of 49 who had drunk excessively 
for many years, with violent episodes and ex- 
treme hostility 'toward her family, had had 
grand mal seizures at times during her drink- 
ing. During her!first hospitalization she denied = 
having any problems, blaming all her difficul- 
ties on her family. Of the 3 EEGs taken in her 
3 week stay, the first showed severe fast activ- 
ity and some slow activity; and the second and 
third, moderate! fast activity but no slow ac- 
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tivity. А fourth EEG, taken a month after her 
discharge, showed an increased fast activity. 


" Upon her second hospitalization, 2 years later, 


she was extremely demonstrative and euphoric, 
though oriented ; a grand mal seizure on the 
fifth day was followed by a 2-day period of 
delirium. The fifth EEG, taken just before the 
delirious episode, showed severe fast activity 
and some slowing; and the sixth, taken 18 
days later, showed some improvement with 
less fast activity, no slow activity and recov- 
ered alpha. 

Four psychological tests (Rorschach, Bender- 
Gestalt Designs, Wechsler-Bellevue Digit Span 
Test and the Wechsler-Bellevue Block Design 
Test) were administered during the second 
hospitaliziation ; all showed definite evidence 
of organic impairment. Pneumoencephalogra- 
phic x-rays of the brain made elsewhere 
showed definite cerebral atrophy. 


In the following case the disease was too 
far advanced for rehabilitative treatment 
to be effective : 


Case 4: Male patient, age 49, illustrates a 
severe grade of chronic alcoholie brain disease, 
with permanent atrophy of the brain. The pa- 
tient had been a problem drinker for 20 years. 
Presumably his drinking contributed to marital 
difficulties and in a few years his wife left 
him. He had lost many jobs because of drink- 
ing, but his fathers influence had always 
helped him to find new work. After the fa- 
thers death in 1954, the patient lived alone 
with his mother. He drank almost continuously 
except for periods when his mother took him 
on trips. He had been in contact with A.A. 
since 1949 and in recent years had gone to 
meetings quite regularly, but continued to 
drink. While living with his mother the patient 
tried to conceal his drinking from her, and she 
in turn acted constantly as a watchdog and 


nurse. During periods of drinking he would 


become ugly and sarcastic, telling his mother 
he despised her ; on one occasion he physical- 
ly abused and almost killed her. In 1954, after 
he had lost a job because of drinking he was 
committed to a state hospital for 3 months. 
Upon discharge he took a trip abroad and 
impulsively, on short acquaintance, married 
again without having previously obtained a 
divorce. 

At the insistence of his mother and through 
the influence of A.A., he was finally brought 
for evaluation. Ап examination revealed an 
overly familiar, very pleasant, passive male 


patient, Although he admitted all of his diffi- . 


culties with drinking, he minimized their im- 
portance and had no insight into the serious- 
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ness of his condition. He felt he could zo all 
right if he could move to his own apartment, 
away from his mother. He saw no reason why 
he should either stop drinking or attempt to 
find useful work. He readily agreed to go along 
with our recommendations but it was quite 
obvious that he could not carry them out. 

An EEG revealed a distinctly abnormal 
record with a mixture of slow waves anz fast 
activity. А variety of psychological tests 
showed a generalized deterioration of his per- 
sonality functioning, with evidence of orzanic 
factors, defects such as confusion and memory 
impairment, all suggesting serious brain dam- 
age. À pneumoencephalographie x-ray study of 
the brain was carried out anc it was found 
that he had almost twice the normal amount 
of cerebrospinal fluid and there was marked 
enlargement of the entire ventricular system 
and patchy evidence of brain atrophy. He 
made no improvement and had to be com- 
mitted to a state hospital. 


DISCUSSION OF THERAPY 


Since in many chronic alcoholic addicts 
alcoholic brain disease eventually Чеу=юрз, 
the widely held concept of alcoholism as 
primarily a symptom of a character dis- 
order must be modified. In the initial stage 
of alcoholism, before addiction is firmly 
established, psychotherapy i is often helpful. 
But after the onset of alcoholic brain dis- 
ease all therapeutic efforts must be directed 
toward helping the patient rehabilitate 
himself. This means first, that the patient 
must completely abstain from drinking, in 
order to regain physiologic balance. There- 
fore individual or group psychotherapy 
and the aid of Alcoholics Anonymous 
should be mainly supportive. Disuitiram 
for chronic compulsive drinkers usually 
can give complete chemical restraint ; com- 
bined with psychotherapy it is very help- 
ful. Again, education of the patient's family 
as to the need for prolonged therapv and 
careful followup and enlistment of their 
aid in this program are essentials tc suc- 
cessful therapy. The patient must cortinue 
with abstinence for the rest of his life and 
often he may become fairly well rehabili- 
tated. 

Even though our patients are informed of 
the seriousness of alcoholic brain damage, 
they are especially diffieult to treat and may 
continue drinking and soon die of intercur- 
rent disease or by, suicide or become per- 
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manent institutional cases. If control can 
be established until the organic features 
clear and fairly normal judgment returns, 
then insight can gradually be established 
and motivation to learn to live without 
alcohol is aroused. Psychiatric evaluation to 
determine whether the alcoholism is symp- 
tomatic of a neurosis or psychosis must be 
also considered. 

After insight is gained, psychotherapeutic 
efforts may be fruitful along with social 
and other supportive measures such as AA 
to bring about effective rehabilitation. I 
(AEB) have described our overall treat- 
ment program elsewhere(12). 


PUBLIC HEALTH, PROGRAM 


The problem of alcohol addiction should 
eventually be tackled at a national level, 
with general education of the public as to 
the prevalence of chronic alcoholism and 
need for its control. Early detection and 
recognition of addiction and organic brain 
disease would require large numbers of 
professional personnel to carry out exten- 
sive surveys and research studies. Problems 
of treatment and of prevention would have 
to be handled at the level of a public health 
program, with substitution of a public 
health medical approach instead of the 
present punitive опе. By this means many 
persons could be reached before addiction 
becomes established and brain disease be- 
comes irreversible. Those patients with 
brain damage could be rehabilitated to the 
point where they could preserve sobriety 
and become useful members of society. 

In all large cities, skid rows comprise a 


major problem. For example, in San Fran- ` 


cisco, the country's most alcoholic city, the 
relief and welfare program for alcoholics 
costs taxpayers $4 million a year. It is esti- 
mated that about a thousand of these alco- 
holics repeatedly figure in arrests and other 
legal actions. Undoubtedly these persons 
suffer from alcobolic brain disease and 
should be so treated. 

The problem must eventually be tackled 
at a national level, in our opinion, because 
it is too large a problem for municipalities 
or individual states to finance. The cost of 
a program of detecting addicts with incipi- 
ent or established hr ain damage should 
be borne by a tax on profits of the liquor 
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industry at the sour esses: wineries 
and distilleries. Although these industries 


do not cause alcoholism, the use of their 


[ February’ 


products contributes to the pr oblem of ad- | 


diction and mental deterioration. The cost 
to taxpayers of a nationwide rehabilitation 
program would be prohibitive, since the 
total number of addicts needing treatment 
exceeds the nation’ s state hospital popula- 
tion. | 
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This study | indicates the presence of a 
syndrome of an intermediate stage of al- 
coholic brain disease, midway between the 
acute and the: chronic stages. In the inter- 
mediate stage'the EEG changes, the clini- 
cal findings and the psychological test data 
lead to the diagnosis of incipient brain dam- 
age; the presence of cerebral atrophy can 
be confirmed by pnéumogram. 

The study ОЁ 297 cases showed 98 in the 
acute stage, 81 in the intermediate stage, 
and 48 in the:chronic stage. In the 81 pa- 
tients in the intermediate stage, 64 (79%) 
had abnormal EEG records, with organic 
brain damage: indicated im 9 cases by psy- 
chological tests or pneumograms or both. 

The implications for treatment are sum- 
marized: 1. The persistence of abnormal 
EEG records ‘after the acute episode em- 
phasizes the need for comprehensive medi- 
cal treatment of the organic factors, before 
the brain damage becomes irreversible. 
These organic; factors are often erroneously 
considered to indicate personality disorders, 
with consequent ineffective therapeutic 
measures. 2. The patient under institutional 
or other supervisory control must stop all 
use of alcohol; 3. After improvement of the 
organic features, the patient is ready to be- 
gin individual and group psychotherapy 
and a general rehabilitative program, in- 
cluding the help of Alcoholics Anonymous 
and similar organizations. 4. The relatives 
must be made to understand the serious- 
ness of the disease, and their cooperation 
enlisted in the treatment program. 5. The 
problem of alcoholic addiction must even- 
tually be attacked at a national level with 
steps to insure early detection of addiction 
and organic brain disease, and with a broad 
program of control of drinking and of re- 
habilitation. | 
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CURRENT STATUS OF CHILD PSYCHIATRY ' 


J. FRANKLIN ROBINSON, M.D. 2 
à | 


That child psychiatry is a sub-specialty 
of psychiatry requiring special training for 
the development of competence has been 
declared in the establishment of certifica- 
tion in child psychiatry by the American 
Board of Psychiatry and Neurology. This 
arrangement postulates that in order to 
learn the techniques and procedures re- 
quired in the treatment of children a psy- 
chiatrist must initially equip himself with 
an understanding of the clinical material 
and principals involved in the practice of 


adult or general psychiatry. With this foun-. 


dation he can undertake the specialized 
training that is necessary for work with 
children. The Board requires a minimum of 
two years of approved training in a satis- 
factory facility for the practice of child 
psychiatry. The specialized training in child 
psychiatry must follow a minimum of two 
years of training in general psychiatry. The 
adequacy of the candidate's basic training 
is measured through the requirement that 
he become certified in psychiatry by the 
American Bozrd before he applies for ex- 
amination of his competence in child psy- 
chiatry. 

For 50 years there have been psychia- 
trists who devoted their full time to work 
with children. With a primary interest in 
juvenile delinquency and probably influ- 
enced by Southard’s and Fernald’s use of 
ancillary disciplines in a collaborative pro- 
gram, William Healy organized the first 
clinic for children to serve the Chicago 
juvenile cour: in 1909. By 1912 he had 
moved to Boston, and with The Judge 
Baker Foundation developed a program 
that offered services for the broad spectrum 
of difficulties which presented during child- 
hood. The delinquent was recognized as 
a troubled person who declared his need 
for help through his misbehavior and who, 
because he was not mature, could not 
provide and plan for himself with sufficient 


1 Read at the 15th annual meeting of The American 
Psychiatric Association, Philadelphia, Ра. Apr. 27- 
May 1, 1959. 

? Director, The Childreng Service Center of Wyo- 
ming Valley, Inc. Wilkes-Barre, Pa. 
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judgment and perspective. Efforts were 
directed toward understanding the child 
in the use of his capacities within the vari- 
ous environments which comprised his life. 

With the assistance of the Common- 
wealth Fund of New York, the National 
Committee for Mental Hygiene nurtured 
the development of clinics sponsored by 
a variety of community interests. The term 

“community clinic” came into common use 
to designate that the service was part of 
an agency structure designed to meet a 
need which was recognized by the various 
organizations which served children. The 
home, the school, the orphanage, the fam- 
ily agency, the settlement house, and group 
recreational agency were concerned about 
children who could not accommodate them- 
selves satisfactorily. The bureau of Chil- 
dren’s Guidance of New York became an 
active training: center and professional staff 
was developed which could man the newly 
established clinics. Demonstration Clinics 
were financed for specified periods of time. 
The effectiveness of the early efforts is 
attested by the record of communities 
which continued the services by providing 
on-going funds through civic, Community 
Chest, or other sources. 

During the 1920’s work centered around 
the principle of assisting the child to adjust 
to the setting in which he lived. The stand- 
ard procedure involved obtaining an ex- 
tensive history which at its best was an 
evaluation of; the important influences 
which impinged upon the child. Histories 
became more than descriptive and were a 
compilation of the attitudes and reactive 
tendencies of each member of the family, 
teachers, classmates, friends, religious ad- 
visors, etc. Interviews were held often with 
others than the parents. When children 
were in foster care, information was ob- 


tained from foster workers and perhaps di- . 


rectly from the foster parents. 

Many patients were referred by agencies, 
and it was the! general practice to maintain 
a central social register in each community 
so that a clinic could know when the family 
had had contaet with another social agency. 
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The cooperative case was one in which the 
agency with professional staff (usually so- 


‘cial casework) contributed historical in- 


formation and took responsibility in whole 
or in part for carrying out recommenda- 
tions. The service was rendered to the re- 
ferring agency as well as to the family. 
The history included an account of the 
child's development both physically and 
socially. The evaluation of his aims and 
tendencies was augmented by the psychol- 
ogists measurement of his potentials with 
standardized tests (later with projective 
techniques) and the psychiatrist's appraisal 
in the interviews with the child. The in- 
formation so compiled was reviewed at a 
diagnostic staff conference to which rep- 


resentatives of other agencies, teachers, 


ministers, etc. might be invited. At such 
a conference recommendations were formu- 
lated and their commission was assigned 
to members of the clinic staff or others. The 
clinic was in the position of evaluating the 
influence: of parents and other professional 
workers upon the child and often found 


itself directing the practices of schools and 


other agencies. 

While other social agencies were learn- 
ing to recognize the variations in ability 
and behavior of children, the clinic easily 
assumed an authoritative role and the psy- 
chiatrist was the natural leader of the 
clinical group. Social workers and psychol- 
ogists learned to recognize the common 
disorders of children, and case loads in- 
cluded more and more children who were 
not grossly deviant. Rivalries developed 


among the disciplines within some of the ` 
clinics and even between clinics and other 


self-sufficient agencies. 

Satisfaction with diagnosis emphasized 
the importance of treatment. Interest in 
treatment was stressed further as knowl- 
edge of the nature of the difficulties of 
children became diffused beyond the pro- 
fession of psychiatry. By the end of the 
20's, a good deal of work was being done 
with parents. Initially, the purpose was to 
prevent parents from interfering with the 
efforts that were made to benefit the child. 
This sometimes took the form of treatment 
of the parent which might be attempted 


by whichever member of the clinic team 


had developed skill in psychotherapy. Case- 
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workers and psychologists, as well as psy- 
chiatrists, were turning to personal analysis 
as a measure of enbancing their skill in 
therapy, and the role of the psychiatrist as 
director or leader of the clinic group was 
sometimes challenged. 

Skills in individual psychothe:apy did 
develop. Americans went to Europe to 
learn the techniques of the analyst, and 
during the 30s many Eurcpean analysts 
came to the United Stztes. In tkis ecuntry 
effective treatment procedures were de- 
veloped by child ‘psychiatrists who were 
not identified with the analytic movement. 
Analyst and non-analyst have worked side 
by side in the Umited States and sometimes 
within the same clinic. We are stil pro- 
gressing in our techniques of individual 
treatment of children steadily anouzh so 
that it is yet too early to outline exclusively 
what should be the training of a child psy- 
chiatrist and what his treatment techniques. 
There is, however, general agreement about 
а good deal that he must know and about 
the training and working experiences that 
he must have. 

As the contribution of the clin:c centered 
increasingly around the provision o2 psy- 
chotherapy, the contacts of the clinic staff 
became more limited to members of the 
patient's family or those social workers in 
foster care agencies who had direct respon- 
sibility for the child. As mentioned above, 
the professionals in other agencies or insti- 
tutions became informed on the psycholog- 
ical aspects of deviations in growth and de- 
velopment and did not call upon the clinics 
as frequently for diagnostic assistance. 
They resented the efforts of clinics to direct . 
their practices. Clinical workers also began 
to appreciate the complexity of other pro- 
fessional tasks and became cautious about 
assuming responsibility for recommenda- 
tions, the effectiveness of which reste= with 
the work of another agency. 

Work became oriented around the diag- 
nosis and treatment of the child. There 
was a period when cer:ain clinics saw their 
tasks as the treatment of the child-parent 
relationship. This gave way to a recogni- 
tion that treatment was with the individuals 
who were in relatiogship to each other, 
with the child as the patient. А variety 
of approaches develpped in considering the 
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job with the parent. While some clinics 
outlined their task as the treatment of the 
parent, others viewed work with the parènt 
as a casework service. I believe that in the 
majority of clinies today the procedures 
which are carried out with parents are ma- 
terially influenced by a primary concern 
for the successful treatment of the child. 
-One of the major advances in modern psy- 
chiatry has been the understanding of the 
importance of the influence of other mem- 
bers of the farnily upon a patient. This has 
developed frcm the work of the child 
guidance clinics. 

Аз clinical contacts in child psychiatry 
became more circumscribed to the child 
and his parents or members of his immedi- 
ate domestic environment, private office 
work became feasible. Private practice had 
to await the development of clinical skill 
and in turn understanding of the remainder 
of the medical profession and the lay public 
so that services would be solicited. Early 
attempts were made to treat children in- 
dividually with a minimal amount of work 
with the parents. Private practitioners, in- 
cluding child analysts, quickly recognized 
the importance of doing some work with 
parents. № may indeed be that the most 
important influence in the growth of private 
child psychiatric practice was the general 
acceptance which psychiatry enjoyed fol. 
lowing World War II. I believe that pri- 
vate practice was an outgrowth of the cir- 
cumstance that procedures involved in the 
treatment of the child and his guardians 
could be encompassed physically within 
the private office. 

It remains for experience to determine 
whether individual practice, which may 
indeed include the collaboration of other 
disciplines, will become a common method 
for the provision of child psychiatric serv- 
ices to those familes who can afford a pri- 
vate fee. Today there are adherents of the 
private office arrangement and adherents 
of the clinical method, each of whom con- 
siders his way of practice to hold forth 
advantages. The answer to this question 
may rest upon personal preference. It may 
be determined. economically. It may be in- 
fluenced by forces which bear on the prac- 
tice of medicine generally which we cannot 
now foretell. In any event, private practice 
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in child psycliiatry has become a reality 
since World War II even as the clinics 


themselves have become more numerous. : 


With the growth of child psychiatry it 
was inevitable that professional associa- 
'tions developed. The National Committee 
for Mental Hygiene had benevolently fa- 
thered the development of the clinics with 
the financial àid of the Commonwealth 
Fund. During World War II the Division of 


| Community Clinics of the National Commit- 


tee for Mental Hygiene organized meetings 
of the clinical directors to elicit their partic- 
ipation in the management of the affairs of 
the clinics. Practice and procedures were 
discussed and soon the annual assembly of 
clinic personnel included meetings of social 
workers and. psychologists. Following the 

war, it was evident that the growth of the 
clinics would be so rapid amd so extensive 
that coordination through personal visits 
and interest by members of the staff of the 
National Committee for Mental Hygiene 
would be difficult. 

The need for authoritative definition of 
standards for ipractice and training was 
emphasized as new clinic boards were 
being organized and staff positions created 
which could not be filled readily. At a 
meeting of clinical directors convened by 
the National Committee for Mental Hy- 
giene a decision was made to create the 


' American Association of Psychiatric Clinics 


for Children (A.A.P.C.C.). 

This Association was initially concerned 
with protecting the level of child psychi- 
atric clinical practice. The policy was to 

uphold the professional standards of the 
professional disciplines which worked col- 
laboratively in the clinics. Social casework 
had clearly defined standards for training 
and experience. They were established by 
the American ' Association of Psychiatric 
Social Workers (later A.A.S.W.). Clinical 
psychology was actively establishing itself 
as a clinical and professional discipline and 
shortly declared its training requirements 
which were implemented at the graduate 
level in universities. Child psychiatry had 
no defined standards for the determina- 
tion of competence of its representatives 
beyond the achievement of certification by 


the American Board of Psychiatry and Neu- 


rology which was in adult or general psy- 
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chiatry. The Board had established the 
precedent of accepting a satisfactory year 


-of training in a children's clinic as the 


third of the 3 years of required academic 
training. 

The A.A.P.C.C. defined requirements for 
the training of child psychiatrists who were 
to work in the member clinics. It also out- 
lined requirements for clinies that were 
to conduct training which would be ap- 
proved by the Association. Because these 
were the only existent standards, other or- 
ganizations supported these requirements, 
and A.A.P.C.C. standards came to have an 
influence in American psychiatry beyond 
that which was initially conceived. Review 
and approval by the Association, however, 
could be extended only to those clinics 
which were interested in being identified 
with the Association and involved only 
personnel employed in the clinics. 

During the years following World War 
II, there was controversy over the opinion 
held by child psychiatrists that special 
training was required to do adequate psy- 
chiatric work with children. The creation 
of a Committee on Child Psychiatry within 
the newly formed Group for the Advance- 
ment of Psychiatry, the establishment of 
a Committee on Child Psychiatry in the 
American Psychiatrie Association, the nam- 
ing of a Section in the APA and the estab- 


lishment of a Committee on Training in: 


Child Analysis in the American Psychoana- 
lytic Association were acknowledgements 
of the discreteness of the field. These units 
created a forum for child psychiatrists who 
were in individual practice, and included 
as well the psychiatrists from the clinics. 
A recognition that the scope of child 
psychiatry went beyond the organized clin- 
ics, including individual practice and some 
individual teaching appointments, brought 
forward an interest in an association of 
child psychiatrists. Concomitantly, senti- 
ment developed in certain areas of organ- 
ized general psychiatry that within the as- 
sociation of clinics the interests of the child 
psychiatrist might be subjugated to a multi- 
disciplinary majority. The American As- 
sociation of Psychiatric Clinics for Children 
itself recognized that child psychiatry dif- 
fered from the other professional disci- 
plines in that it had no set of standards 
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for training which was declared and up- 
held by a group within its own disc:pline, 
not officially associated with A.A.P.C.C. 


- and which could serve as a standard for 


the evaluations conducted by A.A.P.C.C. 

These influences and a desire for aca- 
demic interchange within a professional 
group limited to the child psychiatrists led 
to the organization of the American Acad- 
emy of Child Psychiatry. The Academy 
has established criteria for the invitation 
of child psychiatrists to its membership. 
It has been considering a set of standards 
for training. It is in the process of deter- 
mining how actively and extensively its 
membership wishes to assume leadership 
in American child psychiatry. 

A year ago the Council of the APA 
endorsed, on the joint recommendation of 
its Committees on Child Psychiztry end on 
Standards for Hospitals and Clinics, a state- 
ment that child psychiatry was & sub- 
specialitv of psychiatry and that compe- 
tence called for special training. The APA 
later accepted in principle a statement of 
Standards for Training that called for 2 
years of specialized training in chil psy- 
chiatry in addition to 2 years of training 
in general psychiatry for those who would 
work with children. 

As early as 1948, sentiment was advanced 
for the establishment of certification in 
child psychiatry. The American Board of 
Psychiatry and Neurology looked favorably 
upon the proposal and consulted a group 
of child psychiatrists. Possibly because 
opinions on procedure were not consistently 
supported, the Board did not act at that 
time. 

In the summer of 1957, the mater of 
certification in child psychiatry was again 
raised by the American Board of Psychiatry 
and Neurology. Suggestions had been ad- 
vanced that there be an independent board 
in child psychiatry. This might hav2 been 
a difficult proposal for which tc obtain the 
approval of the Advisory Board for Medical 
Specialties which has declared itself 
against the unnecessary recogn‘tion of ad- 
ditional specialties in the field c£ medicine. 
It appeared that there was reasonab.y gen- 
eral accord among child psychiatrists that 
certification be carried on under the author- 


ization of the parent American Bcard of 
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Psychiatry and Neurology. The arrange- 
ment declares child psychiatry as a sub- 


specialty of psychiatry. 


After consulting a number of individ- 


uals in the field of American child psy- 
chiatry, severe] recognized leaders were 
summoned to a meeting to consider the 
advisability of recommending the estab- 
lishment of certification procedures. Fol- 
lowing the favorable outcome of this meet- 
ing, a Committee on Child Psychiatry con- 
sisting of 6 members was appointed by the 
American Board of Psychiatry and Neurol- 
ogy. Meanwhile, the Advisory Board for 
Medical Specialties had been asked to 
approve the project. The Advisory Board 
authorized the American Board to under- 
take steps to evaluate authoritative opinion 
in child psychiatry and notified the Boards 
in the other specialties. 

The Committee on Child Psychiatry met 
in June, 1958, with the president and secre- 
tary of the American Board of Psychiatry 
and Neurology, and drew up a statement 
of requirements and of procedures for ex- 
amination and certification of child psy- 
chiatrists. The American Board of Pedi- 
atrics requested further consultation, and at 
a meeting of representatives of that Board 


and the American Board of Psychiatry апа: 


Neurology, an agreement was reached to 
include a pediatrician on the Certifying 
Committee. The pediatrician would act in 
an advisory capacity and would not serve 
in the examination of candidates. Mem- 
bers of the Committee on Child Psychiatry 
were among the representatives of the 
American Board of Psychiatry and Neurol- 
ogy who attended the meeting with repre- 
sentatives of the Board of Pediatrics. The 
statement of policies regarding training, 
application and examination was eventually 
approved by the various Boards and the 
Advisory Board for Medical Specialties. 
The American Board of Psychiatry and 
Neurology then established a Committee 
for Certification in Child Psychiatry. This 
was in February, 1959. The brochure of 
Information for Applicants Applying for 
Ceitification i in Child Psychiatry states that 


This was done to establish officially the field of 
child psychiatry as agdefinite area of sub- 
specialization in psychiatry and to provide a 
means of identifying the properly trained, ex- 


perienced child ‘psychiatrist from those who 
claimed proficiency in this field without ade- 
quate background and qualifications. 


The brochure states further : 
| 


The actual mechanics of certification of 
qualified candidátes and the establishment of 
basic policies has been delegated by the Amer- 
ican Board cf Psychiatry and Neurology to this 
special committee which will operate under the 
supervision of the parent board. 'This Commit- 
{ее on Certification in Child Psychiatry consists 
of six certified child psychiatrists appointed by 
the Board and responsible to the Board. As a 
Committee of the Board, it operates under all 
the basic policies established by this corpora- 
tion. 

Psychiatrists who have been continuously i in 
the full time practice of child psychiatry since 
July 1, 1950 or before may apply for certifica- 
tion on record (without examination). If the 
major interests and activities of their practice 
is with children or adolescents, this will be re- 
garded as full time practice of child psychiatry. 
Applicants must have been previously certified 
in psychiatry by: the American Board of Psy- 
chiatry and Neurology except in those instances 
where this requirement has been waived by 
the Board fer good and sufficient reasons. 

This certification is for those who are cur- 
rently in the specialty of child psychiatry and 
not for those who have been in the field in 
the past. Applicarits who have previously prac- 
ticed in the field of child psychiatry but who 
have left this specialty for other types of prac- 
tice must show that in the two years preceding 
application their 'major interests and activities 
have been in the;field of child psychiatry. 

Those child psychiatrists not qualifying un- 
der the above rules and regulations will be 
considered as applicants for certification by 
examination, Their major interests and activi- 
ties in their current practice must be devoted 
to psychiatric problems of children and adoles- 
cents. Should théy have left the field of child 
psychiatry for other types of practice but 
otherwise fulfill the training and experience 
requirements, they must show that the two 
years prior to application have been in special- 
ized practice in child psychiatry. 


To qualify for examination candidates 
must have 6 years of psychiatric training 
and experience. Two years shall have been 
satisfactory training in child psychiatry in 
programs acceptable to the Committee on 


Certification. The statement is included in, 


the brochure that 
і 
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It is advisable that those seeking the certificate 
of specialist in child psychiatry who receive 
their primary training in psychiatry should 
have training in the pediatric aspects of gen- 
eral medicine. Such training may be offered 
in lieu of two years of practice experience. 


Certification will identify the properly 
trained and experienced child psychiatrist 
who has been actively engaged in the field. 


‘It will be necessary to establish a basis fox 


the evaluation of training and of the settings 
from which training will be approved. This 


` wil be an early task for the Committee 


on Certification in Child Psychiatry. 

It is too early to anticipate fully the 
influence certification will have in the field 
of child psychiatry in relation to practice 
and to professional organizations. The com- 


petence of practitioners who offer their 


services to children should quickly assume 
a generally adequate level. Influences in 
relation to professional organizations will 
manifest themselves more gradually. 

The American Psychiatric Association 
does not have standards for outpatient 
clinics in either child or adult psychiatry 
excepting as these clinics are associated 
with a mental hospital. There is a Com- 
mittee on Standards for Hospitals and Clin- 
ics. Outpatient clinics currently achieve 
approval as they meet the recommendations 
for mental hospital personnel and the ap- 
proval of the hospital administrator. There 
is need for the declaration by the American 
Psychiatric Association of standards for 
outpatient clinics which operate independ- 
ently. 

The A.A.P.C.C. will now be in a posi- 
tion to support the standards for training 
in child psychiatry determined by the Com- 
mittee on Certification in Child Psychiatry 
of the American Board of Psychiatry and 
Neurology rather than establishing require- 
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ments of its own. Requirements for certifi- 
cation are similar to those outlined foz the 
director of a clinic approved for training 
with A.A.P.C.C. They are higher than those 
enforced in evaluating the competence of 
the psychiatric director of a clinie asking 
consideration for membership. If standards 
for training in child psychiatry become 
sufficiently well defined, A.A.P.C.C. will 
be in a position to place its major emphasis 
on the composition and collaborative vzork- 
ing arrangement within the clinic group. 

The Academy of Child Psychiatry has 
membership requirement which are s-me- 
what more exacting than those defined by 
the Board. More working experience is 
necessary, and the candidate must have 
had a primary and long continued interest 
in child psychiatry. At present, certifica- 
tion by the American Boaxd of Psychiatry 
and Neurology is a membership. require- 
ment for those individuals who completed 
their training after January 1, 1946. The 
Academy has not yet had an opportunity 
to consider whether it will recuire cer- 
tification in child psychiatry of those who 
are to be invited to its membership. 

In half a century child psychiatry has 
become established as а field o: medical 
practice within the specialty of psychiatry 
for which special training is necessary to 
acquire competence. Standards and proce- 
dures for the evaluation of candidates for 
certification and their training will be re- 
fined as examinations are conducted. Stand- 
ards will be developed also for the evalua- 
tion of the setting in which sztisfactory 
training can be obtained. The professional 
organizations concerned with the fied of 
child psychiatry will continue to provide 
the forums from which knowledge anc. rec- 
ommendations for standards of practice and 
training will evolve. 
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THE MIND-BRAIN PROBLEM AND HUGHLINGS JACKSON'S 
DOCTRINE OF CONCOMITANCE 


MAX LEVIN, M.D.1 | 
| 


PART I: WILL. VOLUNTARY AND AUTOMATIC 
FUNCTION 


The first. object of this paper is to indi- 
cate the value of Hughlings Jackson's "doc- 
trine of concomitance" in regard to the re- 
lation of mind and brain. Of all who have 
tackled this thorny problem, it seems to me 
that Jackson was the most realistic. 

More specifically, 1 shall consider those 
cases in which the patient has lost the 
ability to perform an action on command, 
ie. voluntarily, though he can still do it 
spontaneously or automatically. I hope 
thereby to achieve a double purpose: to 
consider one aspect of mind, namely, will 
or volition, and to point to a second great 
contribution of Jackson's, his concept of 
"reduction to a more automatic condition." 

In his work on aphasia Jackson showed 
that it is not words that are lost, but the use 
of words in particular contexts. À favorite 
example was the man with motor aphasia 
who cannot say “No” on command, but 
can say it spontaneously. Thus if asked 
a question calling for a negative reply, he 
answers "No." And when he is emotionally 
excited, as when he sees his child creeping 
too close to the fire, he shouts “No, no, no.’ 

Here, then, is a man who cannot say No 
when he "wills" to, but can say it spon- 
taneously or eutomatically. Does this mean 
that there are centers for speech, which 
operate under the command of higher cen- 
ters for will and mind, and that when we 
undertake to say or do something, suitable 
impulses pass down from these higher 
psychic centers to lower speech and motor 
centers ? Such an explanation is attractively 
simple and might appeal to a first year 
medical student. It should not appeal to 
mature physicians, but it does to some, 
for here is what an outstanding neurologist 
once said. Speaking of epileptic twilight 


states (in the days before electroencephalog- 


raphy) he said they are also called psychic 


1 From the Departmeft of Neurology and Neuro- 
surgery, the New York Medical vs ү 
and Fifth Ауепсе Hospital New York, М 
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equivalents, because “they are the result 
of a discharging lesion in psychic centers, 
just as grand mal is the result of a lesion in 
motor centers? He assumed that there are 
centers for the higher and more abstract 
function, mind, superior to and in command 
of lower centérs for the more concrete ac- 
tivities, movement and sensation. 

Jackson opposed such a view. He held 
that the entire brain is sensorimotor, not 
just the areas so designated by conventional 
neurology. He denied that the highest 
cerebral centers are basically different 
from lower centers. He said it would be 
incredible if, as one passed upward in the 


hierarchy of levels, one came suddenly 


upon centers ‘constituted differently from 
those below. On the contrary, higher cen- 
ters are constituted like lower centers, 
being only more complex. He regarded the 
central nervous system as a mechanism for 
the coordination of impressions and move- 
ments. (Ву "impressions" he meant impres- 
sions made on receptor organs.) Spinal 
centers achieve a relatively simple coordi- 
nation, while | higher centers achieve one 
that is more complex. All cerebral action is 
reflex, even in the highest cerebral centers, 
which he regarded as the "organ of mind." 
Of course, his conception of "reflex" is 
broader than that held by some neurolo- 
gists. | 
| 
REFLEX ACTION IN THE HIGHEST CEREBRAL 
CENTERS i 


Some neurologists would limit the term 


reflex to “automatic fixed inborn responses” 
of сода. structures. These responses 
are relatively automatic and inflexible, “а 
necessary consequence of anatomically pre- 
arranged fixed nervous channels." By con- 
trast, responses from the cortex are variable, 
flexible, relatively unpredictable. Neurol- 
ogists of this school of thought deplore 
Pavlov's term, conditioned reflex, which 
“leaves the word ‘reflex’ with no meaning 
whatever, except response to stimulus." 
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(Quotations in this paragraph are from 
Denny-Brown(1).) 
' Elsewhere I have tried to show why 
Jackson's view is preferable(2). Аз an 
example of reflex action in the highest 
cerebral centers, the following incident is 
„submitted. | 
Driving on a quiet country road, alone 
in my car, [ was deep in thought. About 
to overtake a car just ahead, I sounded 
two sharp warning notes on my horn; I 
then passed the car, still deep in thought. 
А few moments later I became aware that 
I was humming the opening theme of Bee- 
thoven's Third Symphony, the theme that 
immediately follows the two great staccato 
opening chords. My curiosity aroused, I 
wondered why that particular theme had 


intruded itself on me at that moment. Re- . 


viewing the antecedent situation, I remem- 
bered the two staceato notes of my horn, 
which had "reminded" me (without my 


being aware.of it, for I was deep in thought ' 


at the moment) of the two opening chords 
of the symphony. The theme followed in 
due course, and I hummed it unconsciously 
until the fourth or fifth bar, when suddenly 
I noticed I was humming. The humming 
was a reflex, a response to the two notes of 
the horn. 

This incident shows two things. First, 
mentation can be unconscious (not that 
this proposition today stands in need of 
proof). Second, mental processes are re- 
Hex, their unpredictability notwithstanding. 
No one can predict the result, if any, that 
wil ensue when a driver in deep reverie 
honks his horn twice. But the response in 
this instance, the humming of the theme, 
was clearly a reflex. It is an example of 
"chaining," а term used in psychology to 
denote the process whereby one response 
provides the stimulus for the next, as in 
reciting a poem from memory, when each 
line as it is spoken brings the next one to 
mind.-An unpredictable response is по less 
гейех than a predictable one; it is only 
more complex. 

But, really, is there such a thing as un- 
predictability ? If we knew everything 
about the brain, and knew its precise state 
down to the smallest detail at a given mo- 
ment, we would be able to predict the 
response to any stimulus, no matter how 


* 
* 


complex. Unpredictability is but а measure 
of our ignorance. 


THE DOCTRINE OF CONCOMITANCE 


With his materialistic view of the highest 
cerebral centers, according to which they 
resemble the lower spinal arcs in basic con- 
stitution, differing only in being more 2om- 
plex, how did Jackson relate mind to 
brain Р Obviously we need a brain to taink, 
but it is we and not the brain that thinks. 
The brain is merely a mass of tissue. Tack- 
son asserted that the question is insoluble. 
One can only say that mentation attends 
cerebral function, is "concomitant" with 
activity of cerebral tissue. Beyond that we 
cannot go. We cannot say how « material 
thing, tissue function, is transmute= or 
gives rise to an immaterial thinz, mental 
function. 

Thus, speaking of "the relation of con- 
sciousness to nervous states" (i.e. physical 
states), Jackson said(3) : 


The doctrine I hold is: first, that states of 
consciousness (or, synonymously, states of 
mind) are utterly different from nervous 
states; second, that the two things iccur 
together—that for every mental state there is 
a correlative nervous state; third, tha-. al- 
though the two things occur in parallelism, 
there is no interference of one with the ether. 
This may be called the doctrine of Con- 
comitance. | 


Again he said(4) : 


We cannot understand how any conceiwable 
arrangement of any sort of matter can give us 
mental states of any kind. . . . I do not trouble 
myself about the mode of connection between 
mind and matter. It is enough to assume a 
parallelism. That along with excitations or 
discharges of nervous arrangements in the cere- 
brum, mental states occur, I, of course, admit ; 
but how this is I do not inquire ; indeed, so 
far as clinical medicine is concerned, I do not 
саге. 


Sherrington(5) concurred in this iew. 

We return to the aphasic who cannct say 
“Мо” when asked to, yet savs it spoatan- 
eously. Saying “No” or any other word, 
indeed performing any act, is a response 
to a stimulus. The stimgilus is the situation 
that evokes the response. We must corsider 
the response as parte of a totality thet in- 
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cludes the antecedent stimulus. Since no 
two situations are exactly alike, there is 
no limit to the number of neuronal patterns 
(engrams) for the saying of "No." These 
engrams, to be sure, all converge upon a 
final common path, but before they do so 
they differ in the position they occupy 
in the hierarchy of levels. 

The engrams for the voluntary "No" are 
on a higher level than those for the spon- 
taneous or automatic "No." Voluntary func- 
tion 15 more complex than automatic func- 
tion. When a man says "No" because you 
have asked him to, his response is a cal- 
culated act. By contrast, when he shouts 
“No” because his child is too close to the 
fire, his response is automatic; he speaks 
“without thinking”; the word comes to 
his lips automatically. 

In motor aphasia there is distr bancs of 
higher pathways, but little if any of lower 
pathways. Voluntary function is lost while 
automatic function is preserved. This is 
what Jackson called “reduction to а more 
automatic condition.” 

There is no circumscribed center for will. 
Will cannot be considered apart from the 
thing that is willed. When the aphasic tries 
unsuccessfully to say “No” on command, 
will is a mental function concomitant with 


activity of certain engrams, those engrams . 


that represent the situations that can no 
longer rouse the No-saying mechanism. 

Jackson had the useful habit of studying 
a physiological principle as it manifests 
itself in a wide variety of clinical disorders. 
I will give two further examples of loss 
of voluntary function with preservation of 
automatic, one of them being less complex 
than speech, the other more complex. 

' Hysterical astasia-abasia is the less com- 
plex example. Here the patient cannot 
walk when you ask him to, or when he 
“wants” to, but under emotional stress, 
as when the building is on fire, he walks 
and runs without let or hindrance. 

The more complex example is seen in 
toxic delirium, when the patient, being 
disoriented, cannot name your vocation on 
command, yet spontaneously he addresses 
you as "Doctor'(6). (This phenomenon 
is not elicitable inu every case, nor every 
moment in the same case.) In many cases 
I have made the following experiment. The 
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delirious patient addresses me as "Doctor." 
À moment latér I ask him what my occupa- 
tion is, and he replies that he does not 
know or else, not knowing that he doesn't 
know, he answers incorrectly. We then 


continue our iconversation until the next. 


time he addresses me as “Doctor,” where- 
upon I again, ask him the question and 


again he fails; This can occur many times. 


in a single interview. 

In several striking instances the patient 
addressed те! аз Doctor in the very sen- 
tence in which he confessed his ignorance. 
Thus, one patient, when asked what my 
worki is, replied, "I wouldn't know, Doctor-- 
is it painting and decorating ! ? 

This phenomenon in delirium parallels 
the aphasic’s difficulty with "No." To say 
^No" on command is a highly voluntary act. 
So also is the patient's reply to the question 

"What is my occupation ?” Answering this 
question is a:studied and calculated act. 
By contrast, when the aphasic shouts "No" 
under emotional stress, or when the deliri- 
ous man spontaneously and unwittingly 
greets you by: saying "Good morning, Doc- 
tor," the speech is automatic; the words 
issue automatically. 

The parallel applies also to those striking 
instances in which the delirious patient ád- 
dresses you as Doctor in the very sentence 
in which he voices his ignorance of your 
Occupation. The parallel is with the aphasic 
patient who utters a word spontaneously 
at the very moment he is confessing his 
inability to say it. Thus, striving to say 
No on command, the patient may give up 
in despair and cry out, "No, I can’t.” 

This remarkable parallel between a 

“physical” symptom, the aphasic’s inability 
to say something, and a “mental” symptom, 
the delirious man’s inability to name your 
vocation, is further indication of the sound- 
ness of Jackson’s argument that higher and 
lower cerebral centers obey the same laws, 


that they differ only quantitatively and not 


qualitatively. ' 

To further understand reduction to a 
more automatic condition, we must con- 
sider its opposite. In some diseases it is the 
automatic functions that are lost. A useful 
contrast is between hysterical astasia-abasia 
and tabes dorsalis. The hysteric cannot walk 
on command, , but can walk and run when 
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the house is on fire. The opposite is true 
of the tabetic, for he cannot walk auto- 
matically. In order to walk he must drop 
all else from his mind and concentrate on 
floor and feet, carefully noting every step. 
In a burning building he would be helpless. 
He is the victim, not of reduction to a more 
automatie condition, but of what we may 
cáll "loss of automatic patterns," which are 
lost because of lesion of lower spinal arcs. 
In hysteria, where the disturbance is in 
the highest cerebral centers, these lower 
arcs are intact and will go into action in 
response to instincts of an imperative na- 
ture. 


PART П: MEMORY 


The role of the limbic system in be- 
havior has received much attention lately, 
thanks in great measure to the notable work 
of MacLean(7) and to psychological stud- 
ies in man by Penfield and Scoville and 
their associates. Among other things it has 
been shown by Scoville and Milner(8) and 
by Penfield and Milner(9) that the hippo- 
campus and related structures play an im- 
portant role in memory, and that in bilater- 
al lesion of the hippocampus and hippo- 
campal gyrus there is profound loss of re- 
cent memory. 

These findings are of great importance, 

for they show that the hippocampal areas 
are essential to adequate memory func- 
tion. Penfield and Scoville. are careful not 
to say that there is а "center for memory" 
in these areas. But Penfield makes some 
statements that appear misleading. Thus 
in his paper on "Memory Mechanisms" (10) 
he says : 
The records of an individuals thinking lie 
dormant in the patterns of his temporal cor- 
tex until he activates them. . . . Whenever 
a normal person is paying conscious attention 
to something, he is simultaneously recording 
it in the temporal cortex of each hemisphere. 
Every conscious aspect of the experience seems 
to be included in these cortical records. 


He speaks of "the memory cortex of the 
temporal lobes." 

In his contribution to the Ciba Symposi- 
um(11), after speaking of the "ganglionic 
record of past experience," Penfield says: 


The nervous tissue that preserves this record 
constitutes а functionally separable portion of 


a 
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the brain since bilateral removal of the inferior 
mesial zone of both temporal lobes, including 
the hippocampal system, preven:s subsequent 
preservation of the experience. 


No one admires and respects Репзе]а 
and his work more profoundly than I do, 
but I submit that the passages quoted 
seem to suggest that the things we rerem- 
ber are "recorded" in the "memory cortex," 
that their "every conscious aspect" is re- 
corded there, to remain in abeyance or, 
as it were, on file until they are neezed. 
Nothing could be more wrong. 

If, having studied maps and pictures of 
New York City, you remember that Man- 
hattan is a long narrow island lying North 
and South, with a cluster of skyscrape:s at 
the lower tip and another cluster near a 
large rectangular park in the middle, surely 
the seat of this memory is not the hippo- 
campus. Or, to suppose a chess expert 
who is memorizing a game while playing 
it, it would be amazing if so elaborate a 
performance were mediated by so ancient 
and primitive a structure. The Ыррогат- 
pus dates back to the dawn of the fore- 
brain and is scarcely more highly devel- 
oped in man than in lower forms. To 
visualize and remember an elaborate spa- 
На] system must call into play а network 
of complex neuronal circuits in the new 
cortex, not the old. Moreover these circaits, 
or engrams, are not contained within a 
relatively small area of neocortex, such 
as the visual area, but are spread out зо as 
to involve motor areas as well, for visual 
imagery involves motor as well as sensory 
function( 12). 

Just as there is no circumscribed center 
for wil, and will cannot be considered 
apart from the thing that is willed, so it is 
with memory. Memory is an abstraction, 
and there is no center for it. Memory can- 
not be considered apart from the thing that 
is remembered. If you remember having 
played tennis yesterday, this act of mem- 
ory is made possible by activation of en- 
grams having to do with certain move- 
ments. If you remember having attended a 
concert the night before, there is activa- 
tion of engrams correlative with auditory 
and visual images. . 

This is not to deny the evidence adduced 
by Penfield, Scovillef and others, showing 

J 
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that the limbic system plays a role in mem- ' 


ory. But we cannot say what the role is. 
We can only say that the limbic system 
somehow facilitates the activation of neo- 
cortical circuits concomitant with images 
and movements. Perhaps the role of the 
limbic system is like that of janitors and 
maintenance men in a university. These 
men heat the buildings and make them 
habitable, and without them the work of 
the university would come to a halt. But 
the university is not centered in them. 
The essence of the university is in the pro- 
fessors and scientists who work there. 

It is a manifestation of the wisdom of 
Nature that she has placed the memory 
facilitator in the old rather than the new 
brain. She has put first things first, for it 
is more important to remember the things 
we learn with our old cortex. As MacLean 
has shown(13), the limbic system mediates 
behavior that insures survival, behavior 
concerned with feeding, self-protection and 
propagation. А medical student must re- 
member that the saphenous vein lies in a 
certain part of the leg, but he wouldn't 
die if he forgot it. But it is a vital neces- 
‘sity for a growing pup to remember that 
cats have claws. 
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COMMUNITY PLANNING AS A SUPPORT TO TREATMENT * 
M. J. ROCKMORE, M.A., anp ELIAS J. MARSH, M.D.? 


During World War II, the concept of 
limited service based on differential diag- 
nosis eventually supplanted the early Se- 
lective Service criteria which resulted in a 
staggering N-P rejection rate. Psychiatric- 
combat first aid and the neuropsychiatric 
reconditioning facility replaced early hospi- 
talization in closed wards. Finally mental 
hygiene units in all installations and eche- 
lons moved psychiatry out of the protective 
confines of the mental hospital. 

The similarity with civilian problems of 
today is striking. As during the War, a 
relative handful of trained specialists in- 
undated with an insurmountable quantita- 


tive problem, are not permitting themselves 


the luxury of pre-occupation with scientific 
problems that provide the comfort of iso- 
lation or contemplation. Although they 
recognize the need for basic research they 
have not permitted its scarcity nor the 
lack of sufficient genetic understanding to 
keep them from moving into the arena of 
community mental health and applying 
empirical knowledge to the prevention and 
treatment of mental disorder. For practical 
reasons, and in response to pressures similar 
to those of war-time, a variety of clinical 
psychiatric services are mushrooming out- 
side the mental hospital: open hospitals 
with their adjuncts “day” and “night” hos- 
pitals, sheltered workshops, “half-way 
houses,” the mental health center, mental 
aid fellowship groups, etc. 

These practical approaches appear to 
have had some impact on our problems 
despite the increasing shortages of per- 
sonnel. The statistical picture of the resi- 
dent population of mental hospitals 
throughout the country bears witness to 
this fact. A few years ago forecasts of in- 
creasing needs for inpatient facilities dif- 
fered only in the estimate’of how many 
additional beds would be required. In 1956, 


1 Read at the 115th annual meeting of The Ameri- 


can Psychiatric Association, Philadelphia, Pa., Apr. 
27-May 1, 1959. | 

2 Respectively : Chief, Psychiatric Social Service and 
Chief, Division of Community Services, Connecticut 
State Dept. of Mental Health, Hartford, Conn. 


however, continuing increases came to at 
least a temporary halt. Figures for that 
year showed a decrease of 7,000 in the 
patient population. The decrease continued 
by another 3,000 in 1957, and preliminary 
figures indicate а decrease of 7,000 more 
in 19583. The really striking evidence that 
these decreases result from the new pro- 
grams cited above, however, is the fact that 
the decrease in patient population has been 
accompanied by continued high admission 
rates. More-patients are being admitted but 
as a result of the practical efforts of practi- 
cal men they are no longer increasing our 
hospital populations. 

Many more patients than ever before 
are leaving our mental hospitals to return 
to their communities—perhaps a quarter of 
a million a year. It is the purpose of this 
paper to note and to re-affirm some: of the 
responsibilities which go hand in hand with 
these clinical successes. We assume that 
the majority of these patients leaving the 
hospital have achieved a degree of clinical 
recovery that warrants planning ior some 
form of extramural living. It has been sug- 
gested that failure to act on early zon- 
ditional release of patients will lead to 
chronicity, hospitalism, and continued in- 
patient treatment. The decision to release 
patients from the hospital, therefore, de- 
mands a carefully balanced consideration 
of the desire to avoid chronicity and the 
likelihood of the patient's success in extra- 
mural living. The former is largely a hos- 
pital responsibility, and the latter largely 
that of the community. 

Historically, especially since the public 
clamor of the 1870s, the spotlight has been 
on admission procedures. The heavy em- 
phasis of community pressure has been to 
safeguard individual civil rights and orig- 
inated in the development of more humane 
treatment of persons suffering mental ill- 
ness who were moving through social 


institutions, e.g. almshouses, to -our hos- 


pitals. Too little has systematical been 


done as far as release procedures are 20п- 


3 Council of State Governments, Sidney Spector, 
Director, Interstate Clearing House. 
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cerned. Periodically, there is furor in the 
Press concerning acts committed by ex- 
patients, or more recently there is a startle 
reaction in the general publics discovery 
that they are living with an “open hospital” 
in their midst. Generally speaking, how- 
ever, hospital administrations are sorely 
pressed by ever increasing admissions, 
shortages of trained personnel, the manage- 
‘ment problems of aging buildings and 
equipment, the perpetual fiscal problems, 
and the othzr all too familiar details. The 
allocation o£ sufficient time and thought, not 
only to release procedures but to the overall 
community 5lanning necessary to meet the 
demands of the patients returning to ex- 
tramural living, rarely receives a high 
priority. 

А major obstacle to planning for ade- 
quate community services is the question 
of who is going to pay the bill. Despite 
tremendously increased appropriations of 
publie tax funds, we stil find ourselves 
administering programs which do not en- 
able us to utilize our professional know- 
ledge to the fullest extent. Realistically we 
simply cannot expect indefinitely continued 
budget increases to expand our. programs, 
even if training facilities were turning out 
the skilled manpower necessary for such 
expansion. Our only alternative, therefore, 
is to make maximum use of our current 


` resources and to find new ways of re- 


aligning them in the light of our under- 
standing of the needs of our patient popu- 
lation. 

This suggestion is not offered as being 
either new or revolutionary. In relation to 
the problem of aging it has been said, “If 
basic community services were improved 
then psychiatric clinics would be really 


: utilized as such" (1). In another study it ap- 


peared that 4 out of 5 patients treated in 
a child guidance clinic over a period of 25 
years might have as appropriately been 
treated in non-psychiatric agencies(2). A 
study of psychiatric clinies in New York 
City some years ago was subtitled, "A 
Study Toward the Prevention of Waste" (3). 
"These three by no means unique obser- 


. vations cover the entire range of psychiatric 


patients and all point to the need of a 
closer rapprochement with community re- 
sources. t 


"Community resources" is a tidy con- 
cept which covers a wide range and variety 
of efforts. The very tidiness with which it 
is articulated belies its complexity, its es- 
sence, and the creativity inherent in the 
utilization of its possibilities. Webster gives 
us clues in the literal definition—a resource 
is a new Ог reserve source of support, a 
means of resort in exigency, or a:stratagem ; 
a community can be society at large, the 
public or people in general, and in a more 
restricted sense, it is the people of a particu- 
lar place or region. This frame of reference 
excludes the|stereotype and places a heavy 
burden of responsibility on any professional 
at any level of operation who seeks to 


| identify and employ “community resources" 


in his endeavors. 

For our present considerations we will 
not plan to emphasize the mental hospital. 
"community.? Rather we will here point up 
examples wherein exploratory efforts in 

"society at large” may lead to more con- 
structive sources of support to patients who 
have improved to the extent that they 
should be encouraged to deal with in- 
creased reality demands. 

. This approach is admittedly artificial be- 
cause the mental hospital itself should be 
truly a community resource. Proper plan- 
ning for the discharge of a patient from the 
hospital and his adequate convalescent care 
is best started at the time of his admission 
(4). This, чок is primarily a clinical 
responsibility as it relates to the individual 
patient. We are here more concerned with 
the type оЁ broad planning and policy 
making аб involves organized Federal, 


interstate, state, or local activity. Any or 4. 


all of these thay have an impact on clinical 
treatment. It is the responsibility of the 
psychiatrist both as a clinician and as a 
citizen to identify and take advantage of 
the community resources that do exist, and 
to make known the needs for hitherto non- 
existent community resources that might 
be desirable ‘ог even essential for adequate 
treatment of patients. When these new 
resources can be provided only by or- 
ganized community effort it is further the” 
responsibility of the psychiatrist to provide 
the leadership that will ensure their estab- 
lishment in accordance with the best pro- 
fessional knowledge and practice. 
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An example of the kind of planning that 
must be done at the Federal level is in 
the area of Public Assistance. Many a 
psychiatrist has found himself in the fol- 
lowing dilemma : À patient has shown con- 
siderable improvement, and in the best 
clinical judgment the next step in treat- 
ment calls for a living axrangement in the 
community. The patient is without eco- 
nomic resources and requires economic 
subsidy. The Federal Handbook of Public 
Assistance Administration indicates that "a 
patient on conditional release from a public 
mental hospita! where he was an inmate— 
is not an inmate of a public institution if he 
is free of controls by the hospital, other 
than professional help or guidance relating 
to his mental condition." This theoretically 
would make him eligible for Public Assist- 
ance. Nevertheless, in many states the pro- 
cedure is such that the patient who requires 
aftercare supportive treatment will be dis- 
charged prematurely to become eligible for 
public assistance. The alternatives in most 
instances are retaining the patient for 
continued hospitalization, or discharging 
him and hoping that relapse and re-admis- 
sion will not occur. Ideally, one would like 
the reality planning to provide for con- 
tinued outpatient treatment with the public 
assistance participation as an integral part 
of the plan. Too frequently this is not 
possible. Where it is possible, the timing 
factors so important in the release of pa- 
tients, become so complicated by the ad- 
ministrative . procedure that the optimum 
point at which release should take place 
cannot be adequately considered. 

Much of this maze of planning stems 
from the original exclusion of "any in- 
dividual (a) who is a patient in an in- 
stitution for tuberculosis or. mental diseases 
or (b) who has been diagnosed as having 
tuberculosis or psychosis and is a patient 
in a medical institution as a result thereof."* 
The language of this aspect of the law lends 
itself to detailed analysis, interpretation, 
judicial conjecture, and heated argument. 
We needn’t here point out that “psychosis” 
is not a synonym for “mental illness.” 

Psychiatrists working in state programs 


This statement appears repeatedly in: the "Defini- 


tion" portion of various "Titles" of the Social Security 
Laws. 
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are acutely aware of these ramifications. 
At the recent annual conference of the 
State and Territorial Mental Health Au- 
thorities with the Surgeon General o! the 
Public Health Service, the following re-om- 
mendations were passed : 


That the Secretary of Health, Education and 
Welfare propose to the Congress legislation to 
amend existing Social Security Laws so that 
they do not discriminate against persons with 
any type of illness mental or physical. 


This resolution is the result of indiv.dual 
psychiatrists moving from official positions. 
By the nature of this particular conferznce, 
the American Psychiatric Association as 
such was not a participant altaouga its 
Medical Director was present as am in- 
vited guest. There is, however, an impcrtant 
and valid role for an Association such as 
the APA to play in the area of Federal 
legislation. An Advisory Council of Public 
Assistance, established by law, is reviewing 
aspects of the Federal Publio Assis-ance 
Program. This group is required to r=port 
by January 1, 1960 on needed changes in 
the Social Security Act. Its 12 eminently 
qualified members do not include а psy- 
chiatrist. However, official liaison trom this 
organization would offer ample opportunity 
to present to the Council the problem of 
the mental patient. 

The possibility of participating in plan- 
ning on the national level by a na-ional 
professional "community" such as the APA, 
can be extended to include many other 
activities. For example, the Children’s Bu- 
reau, which lacks a psychiatrist on its staff, 
notes little information regarding the need 
for psychiatric services for children Yet 
state mental hospitals are regularly used as 
a resource for children(5). 

Certain kinds of problems require plan- 
ning among the states independeat of 
participation by the Federal government ; 
for example, planning for a mentaly ill 
resident of one state who finds himself 
somewhere else in the country, o- the 
establishment of regional educational serv- 
ices to provide more personnel in :caree 
categories. In various ways states have 
come together for inter-state community 
planning—the Souther Regional Education 
Board, the Western Interstate Commission 
on Higher Educatidn, and the Norzheast 
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State Governments Conference on Mental 
Health. Meetings of these groups provide 
striking illustrations of the varieties of pro- 
grams designed to solve basically similar 
problems. 

Tangible evidence of the real potentiali- 
ties for successful planning of such a group 
as the Northeast State Governments Con- 
ference on Mental Health is to be found in 
the remarkable legal document known as 
the Interstate Compact on Mental Health 
(6) which was conceived and born in this 
Conference. Extremely difficult legislative 
and administrative problems, at times 
thought to be insoluble, were transcended 
to forge an instrument which has added a 
great deal for the clinician considering 
the best interests and welfare of his patient. 
It is now possible in those states which are 
signators of the Compact to plan for a 
patient on the basis of his medical needs 
rather than on the basis of a legalistic 
concept of place of residence or settlement. 

А+ the level of the state "community," 
the problems of planning are compounded. 
Federal legislation is drawn along broad 
lines and in accordance with broad general 
principles to allow for the translation to 
meet the needs of individual states. Inter- 
state planning too is limited to special 
circumstances and is framed in general 
terms. State planning, however, has to deal 
with the details of program activities in 
the specific requirements of the individual 
state. 

It is estimated that in 1957 the total 
operating expenditures for patients in state 
mental hospitals reached $732.2 million. 
This represents an increase of 130% in 
expenditure in 10 years, During this period 
hospital populations increased by 13.42 and 
first admissions by 23.72; discharges in- 
creased by 85% but re-admissions increased 
100% ! State community mental health serv- 
ices from 1952 to fiscal 1957-58 increased 
from $5.9 million to approximately $27 
milion(7). These are rough figures intro; 
duced only to give some gross factors which 
need to be taken into account in state plan- 
ning. The most valid trend these compli- 
cated data reveal is the increased move- 
ment of the patientgpopulation to and from 
state hospitals and the recently increased 
expenditure for “comfnunity services." 
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State responsibility has been with few 
exceptions affixed by practice, to inpatient 
care. That is, the objective of state hospital 
programs and hospital administrators has 
largely been the care of the patient to the 
point of clinical improvement where he 
could return to the community. In this con- 
text, return to the ' community" might in- 
clude “ direct! discharge," return to court, 
prison or jail, discharge against medical 
advice, unauthorized absence, voluntary 
separation, or some manner of conditional 
release. Where hospitals have had clinical 
services in the community, they were usu- 
ally availablé for a percentage of "con- 
valescent status" or "extended visit" patients 
who remained “оп the books." The move- 
ment into community mental health services 
by state government is beginning to change 
this orientation. 

The stimulus of the, National Mental 
Health Act did a great deal to break down 
the planning isolation of state departments 
in the mental illness field. Committees апа 
Commissions! were developed. Commis- 
sioners of Mental Health met with their 
opposite numibers in Health, Education, 
Welfare, Corrections, Labor, Finance and 
others to plan for services in the community. 
Mutual and related problems have been 
brought into а common forum. The mental 
hospital patient in this group is seen in 
his social context rather than in an acute 
phase of his illness. The essential problem 
of relating these to-be-defined services to 
local voluntaty and municipal agencies 
began to come under discussion. Simul. 
taneously the "open" hospital, long dormant 
in this country, was given impetus. We are 
also, with less fanfare, beginning to see an 
increase in the utilization of the voluntary 
commitment. ‘It has been said that the 
“open door” is really the prelude to the 
"revolving door.” 

Further planning in fields other than 
those specifically identifled as mental 
health, needs the guidance and assistance of 
psychiatrists at the state level. Research 
under essentialy psychiatrie auspices has 
been largely responsible for demonstrating 
the potential evils of many long-established 
practices in {һе care of orphaned infants. 
Adequate planning of our state child wel. 
fare programs in the area of adoption and 
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foster home practices should have the 
benefit of psychiatric guidance. These are 
activities in community planning of major 
importance to our society as a whole. 
Planning is now actively under way for 
the 1960 White House Conference on Chil- 
dren and Youth. Nationally there are psy- 


‘chiatrists involved in the planning and 


direction of the conference. 'The organized 
psychiatric community at the state level, 
district branches of the American Psychi- 
atric Association for example, should be 
active participants in the state's planning 
for this Conference. 

At the local community level there is 
evidence that efforts(8) of mental health 
education are beginning to take root. We 
see this in the interest of local communities 
and agencies who are approaching our 
hospitals asking for opportunities to partici- 
pate in planning for patients who аге 
returning. These approaches are from or- 
ganized groups such as Councils of social 
agencies who have an awareness of the 
problems and are expressing some degree 
of responsibility for them. We hear reports 
of programs utilizing public health nurses 
(Ga. Ky.), County Health Departments 
(Fla.), and County Welfare Departments 
(Kan.). There are also continuing efforts 5 
to involve the general medical practitioner 
in various phases of aftercare. The impetus 
of the Office of Vocational Rehabilitation is 
beginning to be felt and the Hospital and 
Community Services Branch of NIMH has 
also stimulated activity. The various com- 
munity mental health acts in states have 
emphasized state-local fiscal participation 
usually under defined public and voluntary 
auspices. These resources have undoubtedly 
resulted in an increase of facilities, so that 
more service is available to more people. 
Perhaps it is too soon to inquire or perhaps 
it is too audacious a question, but we can't 
help wondering to what extent these serv- 
ices are related to community problems. 
We are suggesting that the heavy emphasis 
has been on matters pertaining to organiza- 
tion, e.g. financing, personnel, and not suf- 
ficient emphasis has been given to planning. 


5 Through the Ad Hoc Committee on General 


Practice of the APA in Cooperation with the Ameri- 
can Academy of General Practice. 
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SUMMARY 

To recapitulate, the necessity for ade- 
quate planning is justified not onlv by 
current scientific knowledge that indicates 
its validity, but also by the practical 
necessity for making the most efficient use 
of any and all available resources. 

When we total our current scientific 
knowledge we hear that “much cf the dis- 
ability in mental illness is superimposed by 
social and treatment mechanisms and is 
preventable and reversible" (9). A review of 
financing (tax funds supply probably 90% 
of the budgets for services) tels us that 
“discussion focuses -on assertions that the 
states have reached their taxing limits” (10). 
When we examine our personnel picture 
and the training and recruitment prospects 
(11) we find that it will take all our in- 
genuity to stand still. These are sobering 
and responsibly drawn conclusions. They 
indicate that we cannot expect more of 
what we have, without limit. We cannot 
assume that our currently uncoordinated 
efforts are making maximum use of existing 
facilities. We must continue to discover and 
make creative use of related facilities which 
can contribute to the solutions of our prob- 
lems. 

This assumes that we have defined our 
problems in both qualitative and quantita- 
tive terms ; that we have an appreciation of 
our resources and that the means of com- 
munication exists to consider gettinz the 
two together(12). This is a large assump- 
tion. Nevertheless it is the only base on 
which planning can define and consider the 
issues. The alternative is to continue our 
buckshot approach of more of the same, 
in the hope that if some is good, a lot is 
better. 

Planning can start with the individual 
practitioner out of whatever professional 
discipline he represents. He is in a pcsition 
to appreciate the needs evidenced in the 
individual case. Through his relationship 
with his colleagues in membership organi- 
zations or through hospital and agency 
structures these individual needs bezome 
cumulative and are communicated. (We 
have herein noted how this chain reaction 
can move from the National scene to the 
clinical decision.) As the needs of indi- 
viduals become cleay it is possible to design 
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and implement services to meet these needs. 
From private practice case planning up the 
line to broad program planning, reality 
factors must be identified and met. The 
reality variables may well be decisive in 
determining whether or not our technical 
skills will have an opportunity to deal with 
personality pathology or its manifestations ! 
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HIGH DOSAGE CHLORPROMAZINE THERAPY IN ACUTE AND 
CHRONIC SCHIZOPHRENIA | 


R. H. V. OLLENDORFF, M.R.C.S., L.R.C.P., D.P.M.! 


In a number of “double-blind” studies 


on chlorpromazine, reviewed by Freeman 


(1) it was found that the efficacy of tran- 


quilisers like reserpine and chlorprom- | 


azine in the treatment of acute and chronic 
schizophrenia cannot be doubted. Pioneer 
trials were described by Kinross-Wright 
(2), D. Goldman(3), and A. A. Kurland 
(4), and the results of these authorities 
were confirmed as most satisfactory. 

In Freemans review(1) three dosage 
schedules are discussed: Low (150—400 
mgs. chlorpromazine daily); Moderate 
(500—900); High (1000 and over daily). 

In the last, Kinross-Wrights intensive 
treatment in rapidly increasing doses (up 
to 4,800 mgs. daily for 8 to 10 days), is 
especially relevant to the working out of 
the method, described below. In his review, 
Freeman thinks that the results are equally 
good in all 3 levels but that the figures for 
chronie schizophrenics are showing a sig- 
nificant increase of successes in the high 
dosage column. 

А. А. Kurland(5) studied the response of 
400 cases of schizophrenies to chlorprom- 
azine and reserpine and concluded that 
chlorpromazine is the superior drug. This, 
too, was amply confirmed. 

Of vital interest for the development of 
the method called in this trial Intensive 
Chlorpromazine Therapy was the paper 
of M. W. Foster and R. S. Gayle, read at 
the 49th annual meeting of the Southern 
Medical Association Section for Neurology 
and Psychiatry in November, 1955, and the 
consequent discussion of this paper(6). 
Here it was reported and strongly sup- 
ported by Ayd(6) that a combined therapy 
of chlorpromazine and electroshock therapy 
achieved quick and very good results and 
that the dangers thought to be great in 
this combination are, in fact, minimal and 
easily avoidable, especially if chlorprom- 
azine is not given directly before treatment. 


1 Formerly Senior Registrar, Hellingly Hospital, 


. Hailsham, Sussex. Now at St. Martin’s Hospital, 


Canterbury, Kent, Eng. 


, 


In searching for the optimum therapy 
in schizophrenia, it follows irom the above 
references that chlorpromazine was pre- 
ferable to reserpine, that a moderete to high 
dosage technique had advantages over the 
low dose and that it was desirable to com- 
bine ECT with medication. Thus it was 
found .advisable to : 

1. Try to find an optimal dosage of 
chlorpromazine. 'The differentiation of dos- 
age for acute and chronic schizophrenics 
was considered irrelevant. Whatever dam- 
age the disease process does in = prolonged 
course, can have little or no bearing on 
the disease process per se, and the thorough 
suppression of the disease by forcing an 
early and lasting remission is of great im- 
portance. The combination of chlorprom- 
azine and ECT was thought to be a power- 
ful agent. In a number of single trials rang- 
ing from 800 to 3000 mgs. daily, 2100 mgs. 
daily was found to be optimal as a peak 
dosage. 

2. Try to find an optimal time limit. 
Maintaining in single trials patients on the 
peak dosage, varying from one day to one 
month, it was found that too short a period 
was not giving lasting benefit, delaying in 
fact the remission, or being folowed by 
rapid relapses, whereas continuation for 
too long a period did not alter the cicture 
either in success or failure but made epi- 
leptic and pseudo-Parkinsonian side effects 
very prominent without helping in the 
process of forcing or maintaining a remis- 


‘sion, nor in fact did it seemingly break 


up psychotic features in the very malignant 
forms of schizophrenia. Ultimately, & skele- 
ton scheme of the intensive chlcrpromnazine 
therapy was evolved (Table 1). 

А quick permeation with chlcrpromazine 
parenteral is achieved and accompanied 
by 3 electroconvulsions, modified by Pento- 
thal and Brevidil The second step is a 
daily increase of chlorpromazine by 100 
mgs. t.d.s. to the peak dose cf 703 mgs. 
t.d.s, which is held, for one week. The 
dosage is then decreased by 100 mgs. 
td.s. until a levej of 300 mgs. tds. is 
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TABLE I | 
Basic OUTLINE OF INTENSIVE CHLORPROMAZINE THERAPY 
Chlorpromazine mgs. 50, Intramuscular, or orally t.d.s. or 
mgs. 100, Intravenously statim followed by 50 mgs. Intra- 
lst day muscularly, t.d.s. according to severity of symptoms for 2 to 
4 days until oral therapy possible. 
lst ECT 2nd to 4th day Chlorpromazine mgs. 100 t. d. 5. (tabs. ), for 2 to 4 days. 
2nd ECT 4th to 6th day 200 ^" for 2 to 4 days. 
3rd ECT 6th to 8th day " 300 7 (Syrup) for 2 to 4 days. 
9th day " 400 7 ^ © for 1 дау. | 
10th day " 000 7 i for 1 day. 
llth day ” " 600 т li for 1 day. 
12th to 19th day. li " 700 7 ” for 7 days. 
20th day ” " 600 7 i for 1 day. 
91st day E " 500 7 7 for 1 day. 
22nd day ^ " 400 7 Bs for 1 day. 
4th ECT 28rd day ” " 300 7 ” for 1 day or be- 
| -ginning of main- 
| tenance level. 
5th ECT 24th day d ” 200 3 (tabs.), usual mainte- 
| nance level for 
| varying times, 
| sometimes per- 
| manent. 
6th ECT 25th to 35th day li " 100 7 ” maintenance dose 
| in favourable 
| cases. 
” " 50" ”  . after discharge 
| | indefinitely. 
i 
| 


reached and 3 further modified electro- 
shocks are given. 

This is not a rigid scheme and it is guided 
by the response of the patient and the 
severity of the side effects. These side ef- 
fects rarely occur during the period of the 
build-up of the therapy but if they happen 
during the peak period the manipulation of 
the situation leads to an earlier beginning of 
the descending limb of the therapy. 


METHOD 


All female first admissions, diagnosed as 
schizophrenics, most of the female cases 
admitted and diagnosed as recurrent schizo- 
phrenics, a number of male first and re- 
current admissions and chronic patients 
in the male ward and chronic cases from 
two female wards, under the care of the 
writer, were chosen. There was no selection, 
but in the long stay wards the age of the 


patients was restricted mainly to 20—50 


years. 
All first and recurrent female admissions 


were, in the vast majogity, in the personal 


care of the writer from January 1957 until 
September 1958 and the 143 patients, 93 
females and 50 males, were divided into 


Groups A, B and C, first, recurrent and 


chronic hospitalized cases respectively 
(Table 2). | 

There were 37 first admissions against 
106 recurrent! and chronic hospitalised 
schizophrenics : thus a loading with acute 
illnesses. which: usualy respond to treat- 
ment, is avoided (Table 2). 

An assessmeht of the type of schizo- 
phrenia has been made, but it was found 
that only in rare cases was this classical 
enough to categorise in one diagnostic pat- 
tern (Table 3); 

In the recurrent Group B and the chronic 
Group C, all previous treatments, as far 
as they are recorded in the old case notes, 
were noted апа! аге summarised in Table 4. 

Assessment of the condition of the major- 
ity of patients was made by the writer, the 
remainder by his colleagues. A first regular 
assessment was made after the patient was 


stabilized on his maintenance dose, usually 


| 
| . 
f 
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TABLE 2 
NUMBER OF CASES AND GROUPING , 
Female Male Total 
‚ А. Number of first acute schizophrenic episodes 30 7 37 
B. Number of acute schizophrenic breakdowns after previous 
remissions 28 29 50 
С Number of chronic hospitalised schizophrenics mE 
(over two years) 35 21 56 
| 93 50 143 
TABLE 3 
А Rovex Diacnostic SUB-CLASSIFICATION 
a — Catatonic Schizophrenia ў с — Hebephrenic Schizophrenia 
b — Paranoid Schizophrenia d — Simplex Schizophrenia 
Group А Group B Group C 7 otal 
a 4 2 7 13 
a+b 3 13 17 . 33 
b 15 26 12 o3 
b+e 5 4 5 14 
c 1 2. 2 o 
ate 5 1 Зз 9 
atb+t+e 2 2 7 ll 
d 2 — 3 5 
37 50 56 143 


TABLE 4 


TREATMENTS PREVIOUS TO INTENSIVE CHLORPROMAZINE THERAPY 


Previous to Intensive Chlorpromazine Group B and C. 
Number of patients treated. 
ECT Straight, Modified or Cardiazol 86 


Deep Insulin Coma Treatment | 37 
Modified Insulin Treatment 90 
Small doses of Chlorpromazine or Serpasil | 32 
Prefrontal Leucotomies 10 
TABLE 5 
STANDARDS OF ÁSSESSMENT 
I = Recovered Full social and individual rehabilitation on the premorbid 
level of personality ‘integration. 
П = Good Improvement Full social integration but less than the premorbid level. 
III = Mild Improvement Full social rehabilitation but still showing elements of 
| former schizophrenic illness. 
IV — Minimal Improvement Arrest of overt psychotic behaviour, ability to be maintained 


in a sympathetic environment out of Hospital or upgrading 
inside the Hospital; works, dresses, feeds without supervision, 
psychiatric supervision necessary on Ouf or In-Patient таз. 
V — No Improvement * Continuation of the schizophrenic disease process with no 
: break-up of psychotic behaviour or афу signs of a remission. 
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after his sixth modified ECT. A firm assess- 
ment, of course, was made prior to dis- 
charge. Followup was carried out by the 


writer and his colleagues in all outpatient ` 


clinics of the area, and for the more recent 
admissions, regular followups in this hos- 
pital had been arranged by the writer after 


the discharge of the patients, at monthly ` 


intervals ( Table 5). 

Clinical details of the intensive therapy 
are of some importance. The patient is 
usually in bed for the first 2 to 4 days to 
acclimatize to ward conditions and he is 
encouraged to be up and about until his 
ninth day. From the ninth to the twenty- 
third day he is in bed again because of 
drowsiness, orthostatic disturbances, epi- 
leptic manifestations and occasional con- 
fusional states. Severe pseudo-Parkinsonian 
symptoms such as drooling, speech difficul- 
ties, marked limb rigidity with “cogwheel” 
neuromuscular response to passive move- 
ment, myoclonic jerks, epileptic fits, gross 
malaise with feelings of severe weakness 
may often make one choose a shorter time 
or а lower dosage level of the 7 day peak 
period. Food and liquid intake, bowel and 
bladder action, are attended to and special 
care of the heart and lungs is given. À full 
blood count is taken if any mouth or throat 
pathology is observed. The activities of 
patients in bed, like reading, knitting, draw- 
ing, conversation with nurses are encour- 
aged but drowsiness in most cases prevents 
these activities. 

After the pexiod of maintenance, not later 
than 10 days after the last ECT, an assess- 
ment is tried to fix the maintenance level 
which varies from 50 to 300 mgs. t.d.s. It 
usually depends on the degree of remission. 
It is, to judge from the experiences of the 
last 21 months, of primary importance not 
to be too quick to reduce chlorpromazine 
or to cut it off altogether by misjudging 
success, or failure, too early ; especially in 
chronic schizophrenics the rigid main- 
tenance of quite high levels of chlorprom- 
azine, even up to 400 mgs. t.d.s. is part 
and parcel of the intensive chlorpromazine 
therapy. 

The results of this trial are given in 
Table 6 and the administrative outcome 
is assessed in Table, 7 together with the fate 
of 16 relapses. 

Side effects are "e in Table 8. 
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DISCUSSION 


l. The combination of intensive chlor- 
promazine therapy and ECT has been 
thought dangerous by some authorities. 
Freeman(1) mentions a number of serious 
complications: and deaths and states that 
this method ѕһоша be used with great 
caution. Goldman(7) feels that chlorprom- 
azine is no cóntra-indication to ECT, criti- 
cising the authors for not stating their 
methods of giving ECT, but he maintains 
that no muscle relaxants should be given. 
In our experience, there is no danger or 
contra-indication in either the combination 
or the giving: of muscle relaxants. In this 
trial а minimüm of 900 electroshocks have 
been given to; patients before and after the 
peak period, usually at the level of 900 
mgs. per day chlorpromazine, and in no 
case was there an difficulty in the recovery. 
Tbe standard imethod used was as follows : 

Pre-medication with atropine, half-an- 
hour before treatment, no meals 3 hours 
before treatment, bladder and bowel emp- 
tied before treatment, 3—5 cc. of 5% solution 
of Thiopentone, 0. 5—1 cc. Brevidil, the last 
two given through the same needle but 
in two syringes, oxygenation of the patient 
until full relaxant effect has been observed, 
shock, oxygenation at the tail-end of clonic 
phase of convulsion until full breathing 
established. | 

The only observation during these treat- 
ments was the marked prolongation of the 
clonic phase When ECT was given follow- 
ing the peak period. This is also seen after 
deep insulin coma treatment and is not 
considered relevant. 

2. During tbe single trials to estimate 
optimal dosage, epileptic fits of classical 
grand mal character were observed regular-. . 
ly in dosages! over 2100 mgs. per day. In 
3 cases of failure after the peak period, 
using the above method, treatment was 
recommenced, by raising the dosage to 3000 
mgs. per day,‘and all 3 cases had fits. How- 
ever, a further 17 epileptic fits occurred 
during the 2100 mgs. per day level. In 
these cases, 7% grs. sodium amytal were. 
given intramuscularly and the descending 
limb of the therapy began irrespective of 
the length of time of the peak period main- 
tained. As in deep insulin coma treatment, 
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their occurrence should not lead to dis- 
ruption of the therapy. 

3. The confusional state reported in 15% 
of all patients occurs usually near or during 
the peak period. It is often quite out of 
tune with the underlying psychosis, in fact, 
it is a superimposed toxic psychosis. In most 
cases there is gross restlessness, over-activ- 
ity, over-talkativeness, speech is found to 
be incoherent and the contents have little 
bearing on the pre-existant primary de- 
lusions; in some cases gross euphoria and 
episodes of manic character were observed. 
Here the danger consists in diagnosing a 
relapse and breaking up the therapy. It 
was found in all cases that sedation with 
sodium amytal, again given intramuscular- 
ly, with a dosage of 7X grs. alleviated this 
state and was given concomitantly with 
the chlorpromazine therapy. 

4. Jaundice and agranulocytosis were соп- 
stantly watched for, but did not appear in 
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апу of the 143 patients. Three cases, 2 
females and 1 male, had mild jaundice 
previous to intensive chlorpromazine ther- 
apy when on small doses of the drug. 

5. Two chronic deteriorated schizop3ren- 
ics committed suicide after lengthy periods 
of maintenance dosage. Their suicides were 
not thought be be related to the action of 
chlorpromazine, but they must, raturally, 
be regarded as therapeutic failures. 

In view of the fact that side effects with 
chlorpromazine are encountered regularly, 
the method described above is not blind. 
It follows, therefore, that the observz-ions 
made are subjective ones, but the follcwing 
points emerge : 

l. Intensive chlorpromazine therazy is 
a useful method of forcing a remissicn in 
primary schizophrenic episodes. It works at 
least as well as other methods of treatment 
in primary schizophrenia, with the excep- 
tion of simple schizophrenia and the few 





Chronic 
Hospitalised 
Schizophrenics 
Fem. % Male 96 


472 85 
15 26 6 10.5 
12 9111 20 
362 35 
12 25 
35 9 


TABLE 6 
Везотт$ or 143 PATIENTS AFTER INTENSIVE CHLORPROMAZINE THERAPY 
Acute First Acute Schizophrenic 
Schizophrenic Breakdown after 
Episode Previous Remission 
Fem. % Male 96 Fem. 96 Male 96 
I (Recovered) 1438 1 3 714 2 4 
IT- (Good Improvement) 10 27 3 8 11 22 10 20 
III (Mild Improvement) 410 3 8 9 18 9 18 
IV (Minimal Improvement) 1 3 . . сй. эы mn 
V (No Improvement) lb X un BLUE uec Mee 
VI (Suicides) TN E m 
30 7 28 22 
TABLE 7 


ADMINISTRATIVE OUTCOME 


Toiels 
% 
24 17 
40 28 
46 32 
95 17 
6) 6 
9) _ 

143 


Discharges in this Hospital Transfer or 
readmission ta other Hospital 


Discharge Remain 
Out of 37 (Group A) First Admissions 35 (94%) 2 ( 6%) 
Out of 50 (Group B) Recurrent Admissions 44 (88%) 6 (12%) 
Out of 56 (Group C) Chronic Hospitalised Patients 20 (35%) 34 (65%) 
Relapses Re-Dischar ged Still Remain (inc. in the 
above ‘REMAIN’ Cclumn) 
GROUP A 3 [ 9 
GROUP B ,8 5 & 3 
GROUP C 5 2 3 
16 $ 8 
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cases of extraordinary malignant catatonic 
schizophrenia who relentlessly deteriorate 
in spite of all known treatments ; 4 out of 
the 6 patients, 2 males and 2 females, be- 
long to the Jatter, the remaining 2 were 
diagnosed as schizophrenia simplex. Severe 
longstanding paranoid schizophrenics, even 
if admitted to hospital for the first time or 
after long intervals, have been found to 
need very prolonged treatment on high 
maintenance levels up to 400 mgs. t.d.s. 
for as long as 6 to 12 months. 

2. Intensive chlorpromazine therapy 
seems to have the same positive effect with 
recurrent cases, Group B. The relapse rate 
in this group was higher than in the other 
groups, as one would expect for both 
medical and social reasons ; 8 relapses out 
of 50 patients, respectively out of 44 dis- 
charges, were recorded, but a repeat course 
of intensive chlorpromazine therapy was 
given in all these cases with equally good 


| 
i 
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results, that is, 5 have been re-discharged 
after the second course. 

3. Less spectacular in numbers, but of 
perhaps the greatest importance, are the 
results in the treatment of chronic hospital- 
ised schizophrenics. If a discharge rate of 
35% could be reached on a national level 
it would certdinly relieve the pressure on 
our mental hospitals considerably. One 
must understand clearly, however, that in 
the rehabilitation of chronic schizophrenics, 
and this ‘is probably equally true for 
primary and recurrent patients, modern 
hospital conditions with maximal freedom, 
occupation, enlightened nursing, mainte- 
nance of the patients’ social relations, play a 
preponderant part. This is obviously diffi- 
cult to assess but may be of greater sig- 
nificance than even the best medication. 

4, In one patient of Group A, intensive 
chlorpromazine therapy did not force a full 
remission and although maintained on 
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SIDE EFFECTS 
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Side Effects Females Males Total Percentage Spectal Medication Given 
Drowsiness 85 41 126 88 — | 
Pseudo-Parkinsonism 51 21 79 51 Reduction at maintenance level 

| only: 

Skin reaction—Oedema, 28 3 3l 21 Cortisone Cream when severe. 

Sweating, Flushing Nivaquine 200 mgs. b.d. 

Epileptic Fits, myoclonic 16 4 20 14 % grs. Sodium Amytal Intramus- 

jerks cularly, 

Menstrual disturbances in 34 E 34 36% In one case, a false positive Freed- 

relevant age of all females тап test was seen: 

Hirsuties 1 = 1 " ! 

Pseudo-lactation 2 и 2 E | 

Confusional State 18 9 22 15 7% grs. Sodium Amytal Intramus- 
cularly. 

Pyrexia fi 5 12 8 As usually concomitant with hy- 
postatic pneumonia—Penicillin giv- 
en in usual dosage—Chlorproma- 

| zine'reduced pro tem. 

Epistaxis ! = 1 1 = Reduction of dosage temporarily. 

Obesity 41 8 49 34 | — 

Skin reaction—sun irritation 37 15 52, 36  . Nivaquine 200 mgs. b.d. Anthi- 
- : san Cream—Sun hats when up and 
| j about. 

Jaundice : s эе? — — | = 

Agranulocytosis \ x = Е > | : 

| 
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chlorpromazine 300 mgs. per day, it was 
felt that the patient was relapsing. Аї that 
point, deep insulin coma therapy was given 
and a good remission was forced with 38 
comas. She has been maintained ѕірсе then, 
for over a year now, on chlorpromazine 
mgs. 150 per day and has not relapsed and 
was assessed when last seen as an out- 
patient, as maintaining her good improve- 
ment. From a comparison of recurrent and 
chronic patients who had leucotomies, and 
those who had deep insulin coma treatment, 
it became clear that all cases leucotomised 
responded indifferently to intensive chlor- 
promazine therapy, whereas a response to 
ICT after deep insulin coma therapy was 
significantly better. It is thus felt that deep 
insulin coma therapy can be adjunctive in 
achieving a remission. 

5. It is well understood that discharge 
from hospital is not necessarily a good 
criterion of clinical change, e.g. some 
voluntary patients left hospital prematurely 
and against advice, whilst other long-stay 
patients could have been discharged if 
social circumstances had allowed them. 

6. А] in all, the response to this method 
of treatment surpasses the expected rate 
of natural remissions and it proved success- 
ful in patients who were unsuccessfully 
treated by other methods. 

This is most forcibly expressed in con- 
sidering the response to intensive chlor- 
promazine therapy of the long-stay chronic 
illness Group C. Of these 56 patients, 44 
had had ECT, straight, modified or Car- 
diazol, 28 low dosage chlorpromazine or 
Serpasil, whilst 21 had received deep 
insulin coma treatment, 13 modified insulin 
treatment and 8 had prefrontal leucotomy. 
None had been considered well enough to 
be discharged. Following intensive chlor- 
promazine therapy, however, 20 were dis- 
charged (6 classified as Grade IT, 14 as 
Grade IIT). 0 

7. All 16 relapses were associated with 
failure of the patient to continue on chlor- 
promazine in the maintenance dose. It 
cannot be overstressed, that a schizophrenic 
in remission is not cured ; rigid psychiatric 
supervision and upkeep of an optimal 
maintenance dose of chlorpromazine are 


part and parcel of ICT. It is felt that much 


more knowledge of the disease is needed 


n. H. V. OLLENDORF 
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before we can allow a patient to go with- 
out a medication which we know helped 
him to force and maintain a remission. 


SUMMARY 


A method is given here where increasing 
doses of chlorpromazine are given :o all 
groups of schizophrenics, reaching & peak 
level of 2100 mgs. per day for one week. 
This dosage is decreased and after assess- 
ment a maintenance level of chlorpromazine 
is rigidly upheld for indefinite periods. 
Three modified ECTs accompany the as- 
cending limb and 3 or more modified ECTs 
the descending limb of chlorpromazine 
therapy. Side effects are multiple but none 
is considered dangerous or necessitating 
the discontinuation of the treatment, 
especially if all necessary precautions are 
taken and the patient is closely watched. 

The results of this method are sufficiently 
encouraging to justify its contirued use. 

‘The method is not considered rigid and 
the level of dosage and the length of 
time in which higher dosage levels are 
given are guided, naturally, by the patient's 
response and the severity of the side effects. 
The importance of the method is felt to lie 
in the quick way = first remission is 
forced, recurring episodes and relapses 
reversed and chronic schizophrenic illness 
alleviated. 
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RECOVERY FROM SEXUAL DEVIATIONS THROUGH 
OVERCOMING NON-SEXUAL NEUROTIC RESPONSES * 


IAN STEVENSON, M.D.? ANp JOSEPH WOLPE, M.D.? 


The treatment of sexual deviations is 
commonly said to be difficult and the re- 
sults uncertain(1, 2). Several popular gen- 
eralizations about psychotherapy may con- 
tribute to these unfavorable aspects of the 
treatment of these disorders. On the 
grounds that it takes only one white crow 
to prove that all crows are not black, we 
present 3 cases of sexual deviation in each 
of which a significant transformation of 
sexual behavior occurred with compara- 
tively little treatment, at least as judged 
by the number of interviews, respectively 
45, 10, and 21. From our data we shall 
infer that the following popular generali- 
zations are. untenable as generalizations : 
(a) that a requirement of recovery from 
a psychoneurosis (of which sexual devia- 
tions are considered one type) is the recall 
of repressed memories of early traumatic 
experiences; (b) that such recovery can 
only occur, or be lasting if it should occur, 
as a result of the uncovering and modifica- 
tion of specific sexual conflicts; (c) that 
the removal of symptoms or the alteration 
of outward behavior without modification 
of such conflicts must inevitably lead to the 
outbreak of other symptoms, if not the re- 


currence of the old. 


CASE REPORTS 


Case 1.—А. К. was arrested by the police on 
the complaint of his neighbors that he had 
been manipulating the genitals of little girls. 
One of these neighbors had tolerantly agreed 
and arranged. that the charges would be 
dropped on condition that A. K. seek psy- 
chiatric treatment. He agreed to this with some 
misgivings. 

He had been playing with the genitals. of 
little girls regularly for 3 years, sporadically 
for many years. Married 10 years, he was 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 Department of Neurology and Psychiatry, School 
of Medicine, University of Virginia, Charlottesville, 
Va. 
°3 Department of Psychiatry, University of Wit- 
watersrand, Johannesburg, South Africa. 


the father of 2 girls with whom, incidentally, 
he did not play sexually. His sexual relations 
with his wife had once been satisfactory, but 
had fallen off in Jater years. He had gradually 
become almost completely impoten- with his 


e. 

Although 42 years old, А. К. continued in 
a most servile relationship towards his fether 
who gave him advice and financial donations, 
but also scorn and derision. Towards his 
customers he was equally unassertive. He said 
of himself “I want people to like me. I can 
never say “Чо.” Originally he had a good 
relationship with his wife, but as he failed 
to advance in work or money, they drifted 
apart and she gradually became irritable and 
even shrewish towards him. He had gradually 
withdrawn from her. 

Of A. K.’s early sexual history almost no 
information emerged. In an early interview he 
mentioned that when he was 5, some boys 
and men had given him marbles for performing 
fellatio on them. Other details 5f early sexual 
experiences were not pursued; first, because 
the patient himself had much pressure to talk 
about his present situation, and secondly, be- 
cause theoretical considerations presented else- 
where(3, 4, 5) made it seem unlikely that 
they would be necessary for the patient's 
recovery. This inference proved correct. 

А. K.’s father had at first agreed to pay for 
his therapy, but after the alarm of А. K.’s 
arrest abated he treacherously withdrew his 
support. А. К. wanted to leave therapy. but 
was detained by the fear that the district 
attorney would bring him to trial. So he paid 
for his therapy himself, 45 interviews cver a 
year and a half. 

The defection of his father when А. К. most 
needed him brought fully into the open his 
child-like attitude which ‘had persisted 
toward his father. He began *o remedy this 
state of affairs, first, by freely expressing his 
resentment towards his father for the latter's 
mistreatment of him over the years, and sec- 
ondly, by completely emancipating himself 
from dependence on his father for money, 
advice or anything else. The assumption of 
responsibility for paying for his own treat- 
ments signalized this change, but was actually 
only the first of such móves. 

- The subsequent therapeutic interviews were 
largely occupied in expmining and improving 
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А. K.’s current relationships with other people. 
A. K. gradualy became more assertive in 
such relationships. His relationships with oth- 
ers, including his father, improved markedly. 
He changed and improved his job and greatly 
expanded his social activities. His relation- 
ship with his wife, especially improved and 
he found a complete return of his potency 
with her. At the same time, the desire to 
play with little girls receded and did not 
return. Further descriptions of the technique 
of psychotherapy have been published else- 
where (3, 4, 5). 

Three follow-up inquiries were made 1, 5 
and 6}: years after the completion of treatment. 
On each occasion. he reported himself as having 
maintained his improvement, with no recur- 
rence of his deviant sexual behavior. 


Case 2.—5. E. was a 22-year-old student 
' who referred himself for the treatment of 
homosexuality. He was also anxious, depressed 
and performing poorly in his college work. 
He had begun homosexual experiences at the 
age of 14 and continued them for the next 8 
years. He also masturbated frequently. His 
relationships with girls had been meager and 
unsatisfactory, both emotionally and sexually. 
He had had sexual intercourse only 3 times 
with girls during the 8 years of his homosexual 
activity. At the time of coming for treatment, 
he had been seeing a good deal of a girl 
to whom he felt considerable attraction and 
was even vaguely contemplating marriage to 
her. He was held back first by the thought that 
he was using marriage as a possible cure for 
his homosexuality, and secondly, by the con- 
clusion he had reached that he was irreversibly 
homosexual and unfit for marriage. Therapy 
seemed a last possibility before resigning him- 
self to this fate. 

No information was elicited about S. E.’s 
early sexual experiences. His father had died 
when he was 12 and his mother had remarried 
2 years later. The patient's stepfather proved 
a tyrant who iried to control the family, in- 
cluding the patient, by restrictions on money. 
He somehow gained control over a small un- 
distributed legacy the patient's father had left 
him, Instead of having a regular allowance, 
the patient had to go to his stepfather each 
time he needed money. 

„Only 10 interviews took place. The dis- 
cussion 0Ё`5. Es homosexuality (after the 
history-taking) was confined to the therapist's 
offering two remarks with regard to it. First, 
he said that he thought S. E. had perhaps been 
premature in assigning himself to the group 
of permanent komosexulis. Then he suggested 
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that as the patient's father had died when he 
was young and as his stepfather was such an 
unsympathetic person, perhaps S. E.’s homo- 
sexual activity |was chiefly driven by a wish 
for friendly companionship with other men. 


These comments reduced the anxiety and ' 


shame he felt about his homosexual activities. 

The therapist tried to instigate more asser- 
tive behavior on the part of S. E. towards 
his parents, especially his stepfather ; this the 
patient soon developed. Against his step- 
father’s advice: he persisted in purchasing a 
second-hand car he wanted. This was a turning 
point and other similar triumphs followed. 
S. E. soon became more ardent in the court- 
ship of his girl friend. After only 10 inter- 
views and justi as the therapy seemed to be 
getting properly under way, S. E. announced 
that he now felt entirely well and capable 
of handling his affairs; that he planned to 
get married shortly, and saw no reason for fur- 
ther treatment, At this point, the therapist 


had understandable reservations about the - 


future course of events in this patient's life. 

Follow-up interviews took place at intervals 
of 8 months, a year and not quite 3 years after 
the termination of therapy. S. E. had married 
and was getting along very well with his wife. 
His sexual relations with her had been entirely 


satisfactory from his point of view, although 


. not at first for her. About a year after the 


marriage his wife had given birth to a baby. 
The patient had continued to emancipate 


himself from his parents. He had forced his - 
‘stepfather to 


process his father’s estate and 


also to put advances of money given to him 
on a sound basis as money borrowed against 
his legacy and not "hand-outs" at the pleasure 
of his rd rds His work at college and his 
interest in it had improved markedly. 

For the first 2 years of his marriage he had 
heterosexual relationships with his wife ex- 
clusively. Early in the third year of the mar- 
riage his wife became ill for several months 
and during the abstinence this occasioned, 
he had 4 homosexual experiences. When his 
wife recovered they resumed intercourse 
which improved further and became enjoyable 
to her as well as to him. The patient reported 
far greater pleasure in his sexual relationships 
with his wife than he had experienced in his 
homosexual relationships. 


Case 3.—E. R., à 32-year-old Swedish hair- 
dresser, was first seen in April, 1954. Seven 
years. previously he had become aware of a 


-slowly progressive diminution in his general 


enjoyment of life. He emigrated to South Afri- 
ca early in 1959 and soon after began to suffer 
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a persistent feeling of tension combined with a 
varying amount of depression. Over the next 
2 years he was treated unsuccessfully by sever- 
al psychiatrists who gave hím ECT, injections 
of vitamins and some psychotherapy. 

The patient was born in a small town in 
Sweden. His father was amiable, but passive. 
His mother was an ambitious and querulous 
woman who complained of her son's stupidity, 
often screaming at him and beating him. She 
treated him like a girl, even forbidding him to 
play football He grew afraid of her. 

АЕ the time of puberty, E. В. found himself 


‘attracted to men, although at first more socially 


than sexually. Аз he became older, he experi- 
enced no sexual attraction. for women and 
when they occasionally made advances towards 
him became extremely anxious and experienced 
no sexual arousal. In contrast, he found pleas- 
ure in а succession of attachments to men 
with whom he had sexual relations. But he 
thought homosexuality sinful and shameful. 
Failure to master his homosexual impulses 
led to.mounting anxiety from which (and 
from familial stresses) he sought relief by 
emigrating when he was 30. 

The patient’s reactions in many common 
social situations were extremely fearful and 
submissive. If a customer made ап unjust 
criticism of him he would let her get away 
with it and merely feel helpless and tearful. 

The 5 anamnestic interviews did not dis- 
cover any causal sexual trauma, did not elicit 
any emotions of marked intensity, and were 
not accompanied by any change in the patient’s 
condition. ; 

The interviews of the next 2 months were 
devoted to encouraging assertive behavior 
for overcoming his social fears. He soon be- 
came much more positive in all his behavior. 
By the end of June his symptoms had almost 
completely disappeared and he was nearly 
always at ease with his customers. In the 
meantime, he had formed a couple of homo- 
sexual attachments, each of which, although 
satisfying while it lasted, had petered out in 
less than a month. Late in November, 1954 
he reported complete freedom from symptoms. 

He was not seen again until June, 1955, and 
then told the following story. He had given 
up worrying about the sexual problem and had 
been doing just what he pleased. In Novem- 
ber, 1954, he had formed a pleasant homo- 
séxual association, but soon found himself 
unable to respond sexually. He broke off the 
relationship for a time, but when he resumed 
still could not respond sexually Не tried 
sexual relationships with several other men 
with repeated failure. He became antagonistic 
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towards men and said, “If a men were to 


touch me, I would hit him.” 


About the middle of 1954 he had net a 
girl called Jean to whom he became» attracted. 
He began to take her out and found her 
company pleasant. One night, after а party 
when they were both slightly drun:, he 
kissed her and found this pleasant. He then 
began to respond more and more to her sex- 
ually, and thought that he could һауз had 
coitus with her. Unfortunately, ‘is inexperience 
led him to mishandle Jean and when hs was 
seen in July, 1955 he reported that sh= had 
rejected him. He was consequently soon 
leaving for England on his own. Ther= had 
been 21 interviews of therapy. 

In January, 1956 he wrote a letter from 
London. He said that after he had had dinner 


at a woman's apartment, she sugzested that 


he spend the night with her. Althovgh st-ongly 
attracted, he felt very much afraid ard ex- 
cusing himself, got up to go home But when 
he opened the front door it was raining 
heavily. He decided to go to bed with her 
and risk the chagrin of failure. To his dslight, 
however, his sexual performance was com- 
pletely successful At the time of writing he 
had made love to this woman almost every 
night for a month, always with complete 
success, and with greater enjcyment than he 
had ever experienced with men. Не wa; jubi- 
lant. He regarded this as his final vindication, 
feeling that he need now never again feel 
inferior to other men. Exclusively hetercsexual 
behavior continued. In March, 1959 he wrote 
that he had married in January and his s=x life 
had continued in every way satisfactory. 


Discussion 


We think the data adequately show that 
these patients had established patterns of 
sexually deviant behavior which were 
succeeded by normal patterns of betero- 
sexual behavior which were not mere trans- 
ient changes since they remained estab- 
lished for the: periods of our follow-up 
inquiries. How these changes came about 
requires an explanation. 


THE ROLE OF LEARNING IN DETEF MINING 
ADULT SEXUAL BEHAVIOR 


The patterns of adult sexual behavior are 


- learned expressions of the sexual drive. 


Experiences with persons resembling those 
who are later to become the objects of sex- 
ual impulses may „importantly infiuence 
their expressions. $ a boy, experiences 
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which аге pleasurable with women (be- 
ginning with the mother) will tend to 
promote women as sexual stimuli. Social 
training and the assignment of social roles 
based on anatomical sexual differences con- 
tribute greatly to deciding the stimuli to 
which sexual responses will occur. But such 
social training is also a conditioning process, 
although a highly complex one, and not 
fundamentally different from the condition- 
ing which occurs in the more individual 
experiences of the growing child within 
his family. Fcrmative experiences capable 
of influencing the selection of stimuli to 
sexual pleasure may, and usually do, oc- 
cur chiefly in childhood. However, they 
may occur later and we have insufficient 
grounds for thinking that childhood ex- 
periences are the only relevant ones or 
even always relevant in this connection(6). 

In some circumstances, the sexual re- 
sponse towards a particular person or 
kind of person may be diminished while 
some sexual desire remains and is stimu- 
lated by other persons. If a boy or man 
finds women frightening to him, the anxi- 
ety they arcuse may inhibit whatever 
sexual response they would simultaneously 
stimulate. Other persons such as small 
children (Case No. 1) or other men ( Cases 
No. 2 and 3) may still stimulate sexual 
responses. Such stimulation by persons of 
the same sex. may become further aug- 
mented by the play of other motives, e.g. 
а wish for companionship or for power. 
Ovesey has described the operation of 
these motives in promoting homosexual 
behavior as "pseudo-homosexuality"(7, 8). 
Our case No. 2, and several of Hadfield's 
cases(9), apparently sought men because 
these offered companionship and affection 
which they could not easily obtain else. 
where. However, such non-sexual attrac- 
tions, like the sexual ones which accompany 
them, are influenced by the conditioning 
experiences which make men stimuli of 
pleasure when women stimulate anxiety. 


THE PROCESSES OF CHANGE IN THE SEXUAL 
BEHAVIOR OF OUR CASES | | 


Most people discover for themselves that 
if you stand up to*'a bully he becomes a 
pygmy, whereas if you run from, him he 
becomes a giant. Thi principle deserves 
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better understanding and acceptance in 
psychopathology. An explanation of: its 
effectiveness in terms of learning theory 
has been proposed elsewhere by one of 
us(4). Moreover, though generalization, 
an assertive résponse towards one person 
may reduce the capacity of other persons 
to stimulate anxiety. In the 3 cases re- 

ported here, ithe patients had anxiety 
stimulated by; women, and this was ac- 
companied by ‘diminished sexual responses 
to them. When the patients developed as- 
sertive responses toward other people, 
their susceptibility to the arousal of anxi- 
ety became lowered so that the sexual 
stimulation of women was no longer out- 
weighed by their stimulation of anxiety. 
Thus, the basic preference for women es- 
tablished early in life by social roles and 
other learning could now assert itself. 
The further experiencing of full sexual 
pleasure with women then reinforced the 
capacity of the women to stimulate sexual 
pleasure and the changed pattern of sexual 
expression was! thus consolidated. 
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SEXUAL DEVIATIONS THAT ARE DUE ТО ANXI- 
ЕТУ ORIGINATING IN SEXUAL EXPERIENCES 


We do not mean to imply that sexual ex- 
periences are never specific in the origin or 
removal of sexual inhibitions and devia- 
tions. The connections between anxiety 


and sexuality iare specific in some cases, : 


general in others, and perhaps of both 
kinds in still;others. For example, if a 
mother arouses anxiety in a child during 
his sexual excitement (perhaps also stimu- 
lated by a women, as in one of Hadfield's 
cases) sexual responses may be markedly 
inhibited while other responses remain 
uninfluenced. | ERN 

Supposing that specific connections have 
been established between sexual responses 
and the arousal of anxiety, what can be 
done to alter these? .Herzberg(10) as- 
signed ‘to homosexual patients series. of 
graduated tasks designed simultaneously to 
reduce the anxiety aroused by women and 
increase the pleasure they evoked. Salter 


- (11) has reported success in the treatment 


of homosexuality by the instigation of as- 
sertive behavior according to a theory and 
practice. somewhat, similar to our own. In 
the treatment of impotence with specific 
| 
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connections between sexual responses and 
anxiety, one of'us (J. W.)(4) has found 
successful the use of graded sexual re- 
sponses controlled by. the patient so that 
anxiety is not aroused by. failure. As we 
mentioned earlier, Hadfield found bene- 
ficial effects in the recall of events which 
had apparently originally established the 
connections between sexual responses and 
anxiety. This brings us to the mechanism of 
action of such recall. 


A CRITICISM OF CURRENT VIEWS ON THE 
THERAPEUTIC EFFECTS OF RECALLING PAST 
EXPERIENCES 


The recovery of repressed memories and 
the uncovering and interpretation of spe- 
cific sexual conflicts contributed nothing 
to the recoveries of our patients because 
these did not occur in the therapy or, so 
far as we know, outside it. This point 
deserves emphasis because Hadfield, on 


the basis of his observations in the treat- 


ment of homosexuality, has recently stated 


that his patients “were cured when, and . 


only when, their propensities were traced 
back to infantile experiences" (9). Evident- 
ly, the recall of past painful events may 
contribute to recovery. À long line of cases 
extending from the early ones of Breuer 
and Freud(12) to those recently cited by 
Hadfield attest to this. 

Hadfield attributes the benefits of this 
recall to the "release of repressed emotion" 
and in-this is, of course, a modern spokes- 
man for the traditional psychoanalytic 
theory of abreactions. However, it is doubt- 
ful (although not impossible) that emo- 


tions continüe after what is called repres- : 


sion in a state of activity pressing towards 
expression. The popular analogies of such 
emotions to steam in a bottle are more 
picturesque than explanatory. We do not 
question the fact that anxiety can con- 
tribute to amnesias, only that the anxiety 
(or other "repressed emotion") is constant- 
ly welling up towards the surface of be- 
havior. Davis(13) has pointed out that 
memory images are perceptions just as 
are those caused by current people or 
objects, and we respond to the stimuli in 
memories just as we do to those in other 
perceptions. The recall of a scene once 
painful can then evoke anxiety not as an 
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old de-repressed emotion, but in respznse 
to the stimulus for anxiety occurring in the 
immediate perception. Thus memory of the 
cruel mother may stimulate presert anxiety 
rather than release old anxiety. This dis-inc- 
tion is worth making because it bears on 
the process by which stimuli lose their 
capacity to evoke anxiety, so-called desen- 
sitization. This occurs if and probably 
only if the stimuli for anxiety are evoked in 
association with other stimuli which evoke 
non-anxious responses(3, 4). 
Desensitization can occur by thinking 
alone under certain circumstances. Thus 
as a person ruminates some uazleesant 
event, he may bring into associazion with 
the memory images of the event, other 
thoughts which arouse other emo-ions that 
neutralize anxiety and so neutralize or 
antagonize the tendency of the evert to 
stimulate anxiety. The process of des=nsi- 
tization through reassociation of a painful 
event proceeds better if the patient ver- 
balizes the event and its associations to 
another person, usually a therapist. De- 
sensitization to anxiety-producing stimuli 
may also occur in other ways than through 
the recall of past experiences. For exariple, 
it may be obtained by the systematic pre- 
sentation of graded present-day anxietv 
evoking stimuli to the deeply relzxec pa- 
tient(4). 
. Once freed from the concept of “re- 
pressed emotion” we become able to accept 
the fact that a psychogenic symptom can 
be modified or abolished without another 
appearing in its place(14). From the fact 
that anxiety is experienced when past 
traumatic events are recalled, Freud as- 
sumed that repression was a defense against 
anxiety and that symptoms were par- 
tial expressions of the repressed emctions 
and at the same time also detens2s against 
the original emotions. These views bezame 
generalized without correction ir. the con- 
ventional literature of psychoanalyss so 
that nearly every psychogenic symptom 
came to be considered a defen:e against 
anxiety. It followed from this that any 
attempt to modify symptoms directly was 
at best a superficial tinkering anc at worst, 
fraught with the danger of detonating a 
more serious illness. Yet the literature of 
psychiatry contains umerous instances of 
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the treatment and most beneficial removal 
of symptoms with conditioning techniques 
without the occurrence of other symptoms 
or any other adverse effects(4, 15, 16, 17, 
18). Moreover, we have abundant evidence 
that many patients recover from psycho- 
neuroses without psychotherapy(19, 20) 
and presumably without de-repression. 
Some neurotic responses clearly have de- 
fensive value for the patient, e.g., social 
withdrawal to avoid persons who stimulate 
anxiety, and such responses cannot be 
stopped without arousing anxiety. But 
other symptoms are results or concomitants 
of anxiety. Most psychoneurotic symptoms 
are simply learned unadaptive responses 
and their unlearning usually includes a 
reduction in anxiety in that stimuli which 
formerly evoked anxiety no longer do so. 


SUMMARY 


l. Three cases of sexual deviation are 
reported in which a return to normal hetero- 
sexual behavior followed the development 
of assertive behavior on the part of the 
patients. Follow-up inquiries 3 to 6 years 
later showed that the patients had main- 
tained their improvements. 

2. In these patients the sexual devia- 
tions were determined by anxiety that did 
not have a sexual origin. The processes 
of their therapy are discussed, and also, 
more briefly, the therapy of those cases 
in which anxiety is specifically attached 
to sexual stimuli. 

3. The recoveries in these patients were 
not related to recall of repressed memories 
of traumatic events or the working out of 
specific sexual conflicts, The alteration of 
sexual behavior did not lead to the oc- 
currence of other symptoms or other un- 
desirable side effects. 

4. The processes whereby stimuli of 
anxiety lose their capacity to arouse anxi- 
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ety are discussed and it is suggested that 
the concept of “repressed emotion" has 
hindered an understanding of the processes 
of recovery from psychoneuroses with and 
without psychotherapy. 
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CLINICAL NOTES 


STUDIES ON THE NEUROCHEMISTRY OF SCHIZOPHRENIC 
AND AFFECTIVE DISORDERS 


SAMUEL BOGOCH, M.D., Pu.D.! 


The earlier demonstration in this labora- 
tory(1c, ld, 4) of an abnormality in the 
concentration of "total neuraminic acid" in 
cerebrospinal fluid (CSF) in schizophrenic 
patients led to the development of quantita- 
tive fractionation procedures(lb, le) for 
the separation and measurement of thé 
macromolecular hexoses and hexosamines 
of CSF as well as of neuraminic acid ( Frac- 
tion С). 

Table 1 shows the range and means of 
concentration of these substances in 236 in- 
dividual CSF samples. Both the absolute 
quantities and the molar ratios of these 
constituents have been shown to vary mark- 
edly from individual to individual(1b). The 
relevance of these findings on central nerv- 
ous system constituents to functional states 
of the nervous system as well as to possible 
chemical bases of individuality is now being 
studied. 

Table 1 shows that the absolute concen- 
tration of macromolecular (bound) neur- 
aminic acid in schizophrenic patients as a 
group is lower when compared to non- 
schizophrenic mental hospital patients, and 
to general hospital adult controls. Values 
are also lower for bound. hexosamine in un- 
treated schizophrenic patients. On the other 
hand, the concentration of bound hexose is 
approximately the same in schizophrenic 
patients as in controls and in patients with 
depressive disorders. Higher than usual 
values have been observed in both the 
bound hexose and hexosamine of patients 
with manic psychoses, and in bound hexo- 
samine alone in chronic brain syndromes. 

Repeated double-blind determinations 
over a period of months on individual pa- 
tients of these substances show that there 
is a definite tendency to constancy in both 


1 Director, The Neurochemical Research Laboratory, 
Department of Psychiatry, Harvard Medical School and 
the Massachusetts Mental Health Center (Boston Psy. 
chopathic Hospital), Boston, Mass. 
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their absoiute quantities and in tkeir molar 
ratios, but that with gross changes in tunc- 
tion there are concoinitant changes in these 
carbohydrate constituents in macromo.ecu- 
lar binding. Thus, in the change fron. de- 
pression to the normal affective state and 
to elation, whether it occurs spontanecusly, 
with an antidepressant drug, or with elec- 
troshock therapy, an increase has beer ob- 
served in the absolute amount of macro- 
molecular hexose and hexosamine rarging 
from 46% to 510%. Similarly, in tke reverse 
change, from the hypomanic tc the de- 
pressed state, the opposite change in micro- 
molecular hexose and hexosamine has been 
observed, that is, a decrease in the abs=lute 
concentrations of these substances. With 
treatment, schizophrenic patients have 
shown up to 4002 increase in the concentra- 
tion of bound hexosamine, but very much 
less change (usually an increase) ir the 
concentration of bound hexose and nzura- 
minic acid. (Table 1.) 

Recent evidence from this laboratorv rel- 
ative to the concept of the “Barrier-Anti- 
body System" (1c, ld) function of nzura- 
minie acid in the nervous system includes : 
1. The demonstration of a serum precipitin 
to the neuraminie acid-containing brain 
ganglioside( 1a), which has been utilized to 
localize brain ganglioside in the nerve cell 
body by the fluorescent antibody technique 
(1g); 2. The activity of brain ganglizside 
as membrane receptor (for viruses) (1£, 3) ; 
and 3. The effect of this substance on mem- 
brane-active systems (clam heart) (2). 

The possible biosynthetic relationship of 
hexosamine to the more complex struc- 
turally related derivative neuraminic acid, 
considered in relation to the evidence on 
their ‘maturation’ in CSF(1b, 1c) ard to 
the above findings on their macromolecular 
concentration in different psychiatric dis- 
orders leads to the formulation of the work- 
ing hypothesis that m is an enzymatic 
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TABLE 1 
CONCENTRATIONS OF MACROMOLECULAR (BounpD) HEXOSE, HEXOSAMINE 
AND NEURAMINIC ACID IN CSF or PSYCHIATRIC AND GENERAL HOSPITAL 
PATIENTS 
Diagnosis Fraction G 
Hexose, ng/cc. CSF. | Hexosaminé, ug/ec. CSF | Neuraminic Acid 
(as glucose) (as galactosamine) ug/cc. CSF 
Mean Range Mean | Range: Mean Range 
1. Schizophrenia, untreated | 19.0 ( 4.0-50.5) | 83 . (1. 8-24.2) | 5.1 (2.3-` 8.6) 
2. Schizophrenia, treated 22.0 ( 7.0-54.5) | 16.0 (з. 2-44.6) | 6.2 (2.7-10.1) 
3. Other (than 4, 5 and 6) | 
Mental Hospital 26.8 ( 5.5-81.2) | 8.5 (1. 6-15. 0) 1.8 (3. 3-17.2) 
4. Chronic Brain Syndromes | 20.5 (11.0-31.0) | 23.1 (9. 1-60.0) | .8.3.  (44-11.9) 
5. Manic Psychoses 72.2 (51.6-88.0) | 32.5 (9.0-57.0) 
6. Depressive Psychoses 19.6 (14.5-31.0) | 13.6 (6.2-18.8) 114 0.  (5.5-15.1) 
7. General Hospital : 29.5 ( 7.0-55.0) | 13.5 (8.3-17.8) | 10.6 (9.0-13.4) 
disturbance in the synthesis or maintenance J. Psychiat., 114: 172, 1957; ( d) A.M.A. 


of both macromolecular hexosamine and 
neuraminic acid in schizophrenia, and that 


the first тау be reversed {indeed ‘over- . 


compensated for’) with therapeutic means 
at present available, but that the second is 
at present refractory. 
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RESERPINE AS А THERAPEUTIC AGENT 


MANFRED BRAUN, М.О.1, 


Despite mach progress in the treatment 
of mental patients in recent years there still 
remain many patients who are unresponsive 
to various treatments. 

Remembering Barnes and Kline’s(1) 
earlier work on the subject and Braun's 
experience(2), we have used reserpine over 
a 2-year period at the Bronx VA Hospital 
for just such treatment resistant patients. 
Twenty eight male patients, aged 22 to 
54, were selected for the study. All were 
schizophrenics with pronounced symptoms 


1 The followirg residents in Psychiatry at the Bronx 
VAH participated in this study: Bertram Barall, 
M.D.; Herbert Bengelsdorf, M.D. ; Adolph Gold- 
man, MD.; and Harvéy Ross, M.D. 

2 From the Fsychiatry and Neurclogy service, VA 
Hospital, Bronx 68, N. “4 
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of mania, excitement, negativism or period- 
ic stupors. All were new admissions to the 
hospital. but with a long history of mental 
illness. The patients served as their own 
controls. All had been previously treated 
with various! phenothiazine drugs and 9 
also had received ECT, insulin coma thera- 
py or both combined. None of the patients 


had responded to therapy. 


The patients were given.3 mg. of reserp- 
ine orally once daily and 5 mg. of reserpine 
intramuscularly once daily for 10. days, 
then slowly increasing up to 10 mg. -daily 
intramuscularly for 20 more ‘days if their 
response to the drug was not too favorable. 
If the. response was favorable, the 5 mg. 
intramuscular; dose was mairitained for 20 
to 30 days, then gradually decreased to a 
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maintenance level of # to 
a day. 

The usual precautionary measures were 
taken: temperature, pulse rate and blood 
pressure were done twice daily during the 
first week, and WBC was done biweekly. 
All patients received supportive psycho- 


2 mg. orally once 


therapy and occupational therapy when- 


ever their conditions permitted. 

Sixteen patients (57%) improved very 
much so that they could be either dis- 
charged or sent to an open ward. Five pa- 
tients (18%) became much more manage- 
able but could not be discharged. Seven 


patients (25%) remained unimproved or 


became worse and had to be transferred 
to a chronic hospital. 

All patients were evaluated clinically by 
psychiatrists and nurses. 

There were the usual side effects in the 
majority of patients : nasal stuffiness ; dry- 


ness of mouth ; increase of appetite ; som- 


nolence; and about 25% of the patients 
developed marked Parkinsonian tremors 


with rigidity, characteristic gait and sali- 


vation. The medication was not given to 
any patient with a history of peptic ulcer 
or bronchial asthma, the usual contraindi- 
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cations for reserpine therapy. Side effects 
were easily controlled with the usual medi- 
cations ¢.g. trihexyphenidyl (Artane) or 
benztropine methanesulfonate ( Cogentin). 
In no case was it necessary to discontinue 
treatment permanently with reserpine be- 
cause of side effects. 


SUMMARY 


The rapid and dramatic response of 
schizophrenic patients to treatment with 
the phenothiazines has resulted in a tend- 
ency to discard reserpine as a chemathera- 
peutic agent in this illness. Our experience 
suggests that there is a place in the thera- 
peutic armamentarium against schizophre- 
nia for reserpine, particularly in those cases 
displaying catatonic excitement or stupor 
with agitation and in those with manic 
features, especially when thése patients 
fail to respond to the phenothiazines, ECT 
or insulin coma therapy. 
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TRIALS WITH SEVERAL NEW DRUGS 


MICHAEL J. KEITH, M.D. 


This is a brief note upon the use of the 
“newer anti-depressant drugs in a pri- 
vate psychiatric practice over the past six 
months. The drugs used have been the 
MAO inhibitors and imprimane. The doses 
used varied from 3 to 24 mgs. a day of 
Catron, 50 to 300 mgs. a day of Niamid, 
15 to 75 mgs. a day of Nardil and 50 to 300 
mgs. a day of Tofranil. 

These drugs were tried as an initial treat- 
ment measure in approximately 50 patients. 
They were in the usual clinical groups of 
depressions ranging from psychoneurotic 
depression, manic-depressive reactions in 
depressed phases, schizophrenic reactions 
with depression, and involutional psychotic 
reactions of an agitated depressive type. 

The results have been in the main ex- 
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tremely disappointing. There appeared to 
be little significant action beyond placebo 
effect, the majority of the patients have ex- 
perienced no relief of their depressive 
symptoms though gratifyingly there have 
been extremely few side effects of a trouble- 
some nature. 

About 4 or 5 patients have shown a good 
"response." Three of these have been on 
Tofranil (a manic-depressive depressed 
entering a new depressive cycle, an involu- 
tional depressive who had relapsed after 
electro-convulsive treatments in the past 
but who retained her remission on Tofranil, 
and a neurotic depressive who hed not 
responded to psychotherapy). One patient 


who has shown а moderate response to . 


Catron, is suffering from а schizophrenic 
character disorder with chronic depression ; 


ы 
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she has experienced some relief of symp- 
toms on Catron 6 mgs. a day. 

In a private psychiatric practice dealing 
with a wide range of problems in a group 
of patients who might be considered to be 
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more responsive to treatment than institu- 
tionalized patients, the results are disap- 
pointing and certainly not consistent with 
the claims made by the advertisers or in 
reports in the! literature. 


w oam ane — — — 


TOXIC AND OTHER SIDE EFFECTS OF NARDIL 
PHENELZINE SULPHATE W-1544A 


UJAMLAL С. KOTHARI, M.D.) : 


Contrary to the experiences of previous 
workers, we have come across cases where 
liver function test became abnormal after 
the use of this drug and one patient devel- 
oped a marked drug rash soon after the 
first dose of Nardil.? 

Toxic effects on liver: This study con- 
sists of 13 patients, on whom C.B.C., C.C.F. 
(cholesterol cephaline floculation), B.U.N., 
and urinalysis were done and were found 
normal prior to putting them on 15 mg. of 
Nardil tid. Seven of them developed 
C.C.F. 1-- to 4+ during the treatment. 
For simplicity and better understanding 
they are divided into 3 groups. 

Group A consists of 2 patients who de- 
veloped С.С.Е. 2-+ to 3-- after one week's 
treatment: In one when the medication 
was continued, C.C.F. became increasingly 
positive. When the drug was discontinued, 
C.C.F. returned to normal. When the drug 
was discontinued with the other patient, 
C.C.F. became normal immediately. Same 
patient was again put on smaller doses 
increasing gradually to 15 mg. t.i.d. without 
further sign of liver damage. 

Group B consists of one patient who not 
only developed C.C.F. 3-- after one week's 
treatment but also developed C.C.F. 24- to 
3-- after few weeks treatment as a cum- 
ulative toxic effect like group C. C.C.F. 
in this case returned to normal on reducing 
the drug. i 

Group C includes 4 patients who did not 
show any immediate hepatotoxic effect but 
did develop C.C.F. 1-- to 2+ after few 
weeks treatment. ш two of them, the next 
C.C.F. report was normal despite con- 


1 Danville State Hospiwl, Danville, Pa. 
2 NWarner-Chilco:t Laboratories, Phenelzine Nardil 
(W-1544A). For investigatiqn use only. 
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ТОТ of the drug; but one showed 
more positive 'C.C.F. 

None of them developed any clinical sign 
or symptom of liver disorder. 

Drug rash: ‘Unlike the reports by pre- 
vious workers, one of our patients devel- 
oped a marked, red macular rash with 
mild itching all over the body, which did 
not respond to usual anti-histamine treat- 
ment but gradually disappeared on dis- 
continuation of the drug. Same patient was 
placed on smaller doses which were gradu- 
ally increased to 15 mg. t.i.d. without fur- 
ther reaction. ' 

Other side effects : Two of our patients, 
having a history of fluctuating blood pres- 


T 


sure, developed hypotensive reaction with . 


fainting and dizziness. This effect, being 
mild, was prevented by reducing the medi- 
cation. 

Insomnia aid restlessness were the com- 
plaints of 3 patients and were treated with 
mild sedative and Meprobamate respec- 
tively. | 

Nausea, vomiting and headache etc. were 
not noticed in: our patients. 


| | SUMMARY 


This article being mainly about the side 
effects of phenelzine sulphate, its value as 
an anti-depressant agent is not discussed. 

Risk of hepatotoxic effects of this drug 
is worth keeping in mind as 7 out of 13 
cases showed some abnormality of liver 
function test. Phenelzine sulphate may pro- 
duce drug rash as many other drugs do. 
Patients, having low or fluctuating blood 
pressure may develop hypotensive reac- 
tion while on this drug and should be under 
close supervision. Sometimes it produces 


side effects like insomnia and restlessness’ 
| 
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which can be relieved by sedative and’ 


Meprobamate. . 

No toxic effects on kidneys or blood were 
observed in our study. 

AII the above effects are mild and rever- 
sible and may be treated by reducing or 
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discontinuing the medication and with ad- 
juvant therapy. | 


BIBLIOGRAPHY 


1. Thal, Nathan: Dis. Nerv. Sys:., 26 : 5, 
May 1959. 


CLINICAL FINDINGS AND PSYCHOPHYSIOLOGICAL. TESTS OF 
THE EFFECTS OF A NEW PSYCHOPHARMACOLOGIC AGENT : 
- DORNWAL * 


CARNEY LANDIS, Pu.D.,2 JOHN R. WHITTIER, М.О. 
DONALD DILLON, Pu.D.,2 лхо RUTH LINK, М.А. 


In earlier investigations(1, 2, 3, 4), 
changes in psychophysiological perform- 
ances were found which could be at- 
tributed to "active" psychiatric treatment 
methods such as psychosurgery, electro- 
convulsive therapy, insulin coma therapy, 
and certain of the ataractic drugs. The 
changes were shown by the tests of flicker- 
fusion thresholds, speed of choice reaction, 
speed of tapping, the Purdue Pegboard 
dexterity, and both Test Age and Quali- 
tative scores on the Porteus Maze. Patients 
treated only with psychotherapy gave no 
systematic test score changes or losses. 

À new drug, Dornwal (aminophenylpyri- 
done), which seemed to influence behavior 
without the disadvantages of sedation, was 
made available to us through the courtesy 
of Dr. John V. Seudi who suggested that we 
test its therapeutic properties with a probe 
group of hospitalized psychiatric patients. 

Eleven recently admitted patients (6 
schizophrenics, 3 chronic alcoholics, 2 anxi- 
ety hysterics) at the Creedmoor State Hos- 
pital were treated with either 200 mg., 
ti.d. or 400 mg., t.i.d. Dornwal, each over 
a 2-week period. At the end of the period, 
the ward physicians and examining psy- 


1 This investigation was facilitated by NIH grant 
M-872 and by assistance received from the Wallace 
and Tiernan Co. The latter furnished the drugs and 
placebos utilized. The investigation was done at the 
Creedmoor State Hospital. We are most grateful to 
Harry А. LaBurt, M.D., Senior Director, and his 
staff for their cooperation and assistance. 

2New York State Psychiatric Institute, 722 West 
168th Street, New York City 32. 

3 Creedmoor Institute for Psychobiologic Studies, 
Queens Village 27, New York. 


chologists rated the patients as to outcome 
as follows : 5 were much improved or re- 
covered; 4 were improved, and 2 were 
unimproved. 

The typical comment on the part of the 
patients after having ingested Dornwal was, 
"I feel calmer and more relaxed.” Ten of 
the 11 patients made remarks to this effect, 
and their statements and behavior agreed 
for 9 of these 10 patients. Of the 2 unim- 
proved patients, one said he felt no b=tter 
nor did he behave in a calmer fashion, 
and one said he felt calmer but did not 
behave accordingly. 

Two of the 11 were at first negativistic, 
but following treatment, negativism was 
reduced. Manifest hallucinatory end delu- 
sional activity was stopped in 2 patents 
during Dornwal treatment. The behavior 
and complaints of 4 others indicatec re- 
duced anxiety and tension at the end о- the 
drug therapy and for at least cne week 
thereafter. In one patient very evident fin- 
ger tremors ceased. There was less evident 
depression with 4 patients. One patient 
stated that, “the pills slow me down.” Only 
one patient showed any noticeable tenden- 
cy to be drowsy or sleepy. | 

A relationship between doszge and cini- 
cal outcome was manifested. Of the 5 pa- 
tients receiving Dornwal, 200 mg. tid, 
only one was rated as much improved. Four 
of the 6 patients, who received 400 mg. 
tid. were rated as much improved. 

Dornwal did not depress any of the per- 
formances in our battery of psychophrsio- 
logical tests. Very probably it had a sight 
facilitating effect most of the test 
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measures but this facilitation was somewhat ` 


. confounded by practice effects. 

In terms of grouped data, no statistically 
significant differences between any test per- 
formances before, during, or after drug 
treatment were found. However, the analy- 
sis of the data for individual patients 
showed that Dornwal did not act to inter- 
fere with the scores on the test perform- 
ances in flicker-fusion, choice reaction 
time, Tapping, Purdue RLB dexterity or 
Porteus Maze tests. In fact, particularly at 
the 400 mg. tid. dose level, Dornwal 
acted as a mild stimulant. 
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During the two weeks that Dornwal was 
given, urinalysis and CBC determinations 
were secured at regular intervals from each 
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patient. At no time did these measures ex- 


ceed the normal range of variation. 
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THE EFFECT OF DEANOL ON THE ACTIVITY ОЕ 
CHRONIC SCHIZOPHRENIC PATIENTS 


STANLEY L. PORTNOW, M.D., MARK B. ARDIS, M.D., 
AND JOHN E. LUBACH, Рн, рл 1 


This study was undertaken to evaluate 
the effect of the addition of the energizer, 
deanol?, to the chemotherapeutic regime 
of chronic schizophrenic patients. It is 
assumed that deanol acts as a central 
nervous system energizer by crossing the 
blood-brain barrier and being converted 
intracellularly into acetylcholine(1, 2). This 
energizing efect might be expected to be 
beneficial to patients who, although en- 
gaged in active chemotherapeutic and 
milieu treatment programs, have stabilized 
at relatively low levels of adjustment char- 
acterized by apathy, disinterest, and ap- 
parent lack of energy. For this investigation, 
it was hypothesized that any increase in 
alertness, readiness to relate to others, or 
interest in environment resulting from the 
addition of deanol to their chemothera- 
peutic program should manifest itself in an 
improvement in their functioning in an 
activity such as occupational therapy (OT). 

For this 3-month double blind study, 


1 VA Hospital, Topeka, Kansas. 

2 Deanol (2-dimethylaminoethanol) was supplied 
as Deaner®, the para-acetamidobenzoic acid salt of 
deanol, by Riker Laboratories, Inc., Northridge, Cali- 
fornia. 

The authors wish to acknowledge the kind assistance 
of John W. Chotlos, Ph. D., Charles С. Hermann, 
M.D., Alversa B. Mila O.T. R, Raymond E. Reinert, 
M.D., and Ora I. Rhudy б {һе VA Hospital, Topeka, 
Kansas. i 


subjects were 20 male chronic schizophrenic 
patients ranging in age from 21 to 64, who 
had been hospitalized continuously for at 
least one year. They attended OT in two 
sections of 10 patients each, the assignment 
determined by a random selection pro- 
cedure, These sections were then each 
divided into experimental and control 
groups of 5 subjects equated on the basis 
of evaluations at the end of a 2 week ob- 
servation period. The 10 patients in the 
experimental groups were started on deanol 
in doses of 200 mg. daily for 6 weeks. The 
10 control subjects received placebo. At 
the end of 6 weeks the dosage was raised or 
lowered by the ward physician according to 
clinical indications, some patients receiving 
as much as 300 mg. daily. Current medica- 
tions including tranquilizers were continued 
and adjusted as indicated. However, no 
patient received another energizer or central 
nervous system stimulant. 

During Ње entire investigation, bi-weekly 
evaluations of performance were made by 
the two occupational therapists who worked 
with both sections of patients. Evaluations 
were made by means of the MACC Be- 
havioral Adjustment Scale(3) and direct 
ratings of sociability, activity involvement, 
and appropriateness of behavior. Ratings 
on the same ‘scales were made by the two 
ward physicians to evaluate ward behavior 
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at the beginning and at the end of the 3 
months. 


DISCUSSION AND SUMMARY 


For both the OT and ward evaluations, 
the scores used were the combination of the 
ratings by the pairs of raters. In the OT 
setting both drug and placebo groups 
showed a consistent trend toward improve- 
ment as might be expected from adaptation 


. to the experimental situation. This trend 


was statistically significant on 3 of the 4 
measures used. However, the major hy- 
pothesis was not supported in that there 
were no discernible differences between 
drug and control groups in amount of 
change. This suggests that the addition of 
deanol had no appreciable effect in making 
the subjects more ready to respond in this 
treatment situation. 

The ratings of ward behavior revealed no 
recognizable changes for either the experi- 
mental or control groups. As a further in- 
dication that deanol was ineffective in pro- 
ducing the type of improvement antici- 
pated, the occupational therapists, ward 
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physicians, and other ward personnel in- 
volved were unable to guess better than 
chance at the end of the experiment which 
patients had been receiving the druz and 
which placebo. 

Laboratory investigation during the test 
period included weekly determ-nations of 
SGP-transaminase, urine ictotest, 3emo- 
globin, white blood count and differential 
and gamma globulin turbidity, with a 
monthly serum alkaline phosphatase deter- 
mination. The only side effect of the drug 
noted was a transient leucocytcsis in one 
patient. | 

These results are regarded as casting 
doubts on the therapeutic value əf deanol 
for chronie schizophrenic patients. 
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CLINICAL USES OF SCTZ—A PRELIMINARY REPORT? 


Lr. Cori. KIRPAL SINGH, M.B., B.S.; D.P.M. ? 


SCTZ, which is a chlor-derivative of the 
thiazole portion of the thiamine (vit. B1) 
molecule (a 5 B chloroethyo-4- methyl-thi- 
azole salt) has been favourably reported 
upon by some French workers(Laborit et 
al. 1957), in the treatment.of psychiatric 
conditions characterised by agitation, rest- 
lessness and over-activity. Intravenous ad- 
ministration was found to produce sleep 
closely resembling normal sleep which was 
believed to be due to an inhibition of the 


` cerebral cortex with no action on the retic- 


ular formation or the autonomic nervous 
system ; its mode of action thus differing 
from some other tranquilizing agents. No 
serious toxic symptoms were encountered 
in the clinical trials in France. 


1A detailed report is being published in the 
Indian Journal of Psychiatry, Oct. 1959. 
* 2Senior Specialist in Psychiatry, Military Hospital, 
Poona, India. 


The drug has been used in a small series 
of 11 cases during the last 6 months at 
Poona. Five were suffering from psychotic 
(hypomanic 2, schizophrenic 3) and 6 from 
psychoneurotic reactions. All the psychotic 
and most of the psychoneurotic cases were 
agitated and resiless. In 3 psyckoneurotic 
cases the drug was used for narcoanalysis 
in the place of the usual barbiturate prep- 
arations like amylobarbitone (amytal sodi- 
um) or thiopentone (pentothal). 


METHOD 


The drug was administered intravezously 
(100 to 160 c.c.) in 3 to 6 minutes in all 
but 2 psychoneurotic cases who received 
the oral tablets only. In those who rezeived 
intravenous injections the continuation 
treatment was in the ferm of tablets. In two 
female psychotic patients who were most 
uncooperative, it was decided ta give ECT 
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and follow it by SCTZ intravenously. 

In the beginning a 100 c.c. syringe was 
used for administering the drug but as it 
was too difficult to handle, it was soon re- 
placed by a 20 c.c. syringe with a two 
way conneotion. 


RESULTS 


The intravenous injections of the drug 
were followed rapidly by sleep which was, 
however, of very short duration (a few 
minutes to half an hour) in most cases, 
thus  necessitating repeated injections. 
There was a symptomatic relief in 6 out 
of 8 cases of agitation, restlessness and 
overactivity and one case of hypomania 
became completely asymptomatic within 10 
days and continues so 6 months after the 
treatment. The drug had no effect in one 
case of schizophrenic (catatonic) excite- 
ment and another case of anxiety neurosis. 

A chronic psychoneurotic who had used 
several other preparations previously gave 
a favourable report in respect of SCTZ tab- 
lets and said that the sleep promoting ef- 
fect was very rapid and appeared within 
o to 7 minutes. 

А combination of ECT and SCTZ used in 
two cases of this series did not produce 
any undesirable effect, nor did a simultane- 
ous use of this drug and chlorpromazine 
lead to any untoward effect. 

SCTZ was found to be adequate for the 
purpose of narcoanalysis and promoted the 
establishment of rapport in all 3 cases 
where it was used for this purpose; 60 
c.c. of the solution intravenously was found 
sufficient in these cases. The patient was 


able to answer questions but a release of: 


emotions reported by some French workers 
using the drug, and which also frequently 


CLINICAL NOTES 


NL HD. 


occurs with preparations like sodium amy- 
tal and pentothal, did not take place in any 
of.the cases nor was there any euphoria 
and tendency to overtalkativeness, which 
not uncommonly follows, and results in a 
disturbed sleep, when a combination of a 
barbiturate with a cerebral stimulant like 
methedrine, is used for narcoanalysis. The 
use of SCTZ for narcoanalysis has not been 
mentioned in previous literature. 

Phlebitis occurred in 5 cases, probably 
due to the ш pH of the solution. 


бешен 


Owing to the smal number of cases 
treated so far,'no firm conclusions can be 
drawn. The drug when administered intra- 
venously produces sleep very rapidly which 
lasts for a few: minutes only, thus necessi- 
tating frequent injections or recourse to an 
intravenous drip. The quantity required 
at one time varies from 100 to 160 c.c. In 
uncooperative cases when it is difficult to 
administer the drug, it can be injected after 
giving an ECT. Phlebitis appears to be a 
common complication and was met with 
in 5 cases. Further controlled trials are in- 
dicated. | 
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COMMENT 


À CHILD DIES 


She was only six years old. Still she had 
a right to live. It was an emergency case— 
the all too common tragedy of the streets. 
This time it was a depressed compound 
fracture of the skull of a little child. Her 
condition was critical. She might not live 
anyway. But then again she might, if she 
could have everything that medical science 
could offer—immediate operation, and then, 
as indicated routine, a blood transfusion. 
The surgeons were there, trying to do their 
duty-to save a life. 

But the child, being а minor, could not 
authorize the blood transfusion. Were there 
not older and presumably wiser persons 
who could speak for her, and satisfy that 
formality ? Her parents were there, but 
they exercised their ownership rights and 
withheld consent to the transfusion. The 
child died. 

Why did the parents refuse a measure 
that might have saved her life ? They were 
Jehovah's Witnesses and their authority was 
some lines in Leviticus and Deuteronomy 
forbidding the children of Israel to "eat 
blood." 

This all happened in New Jersey and is 
reported in the AMA News, Dec. 14, 1959. 

Hospital officials plead in vain with the 
parents to permit the transfusion. By legal 
process they were brought before a judge 
whose efforts were likewise fruitless. There 
is an amendment to a New Jersey Statute 


which upholds the right of a parent to take 
the stand these parents took if it is based on 
a "religious belief." 

This raises the question, as to the nature 
and quality of the religicus belief involved. 
Is it evidence of a sound and disposing 
mind? Does it indicate proper parental 
care for the welfare of the child, even for 
the life of the child ? In a word, are these 
parents suitable persons to have custody 
of the child ? It is common knowledge that 
children are routinely removed from the 
custody of their parents on evidence that 
they are not receiving the proper care and 
protection. 

In the present case this Ше girl could 
have been made a ward of the court and 
given the necessary treatment regar-less 
of the parents' veto ; that is, if under New 
Jersey law such procedure is recognized. 
In any case there was not time ; the child 
was dead before the required legal steps 
could be taken. 

The representative of the AMA News 
asked the attorney for the hospital hat 
could be done to prevent recurrence of a 
similar situation. The lawyer replied: “I 
guess we need an amendment со the amend- 
ment.” 

The object lesson of this case in New 
Jersey should be taken note of throughout 
the land. 
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CORRESPONDENCE | 


CORRESPONDENCE 


Editor, THE AMERICAN JOURNAL or Psxcur- 
ATRY : . 

бів : With reference to the clinical note 
entitled “A Modification of the Forrest Test 
for Phenothiazines” by Mr. Jack J. Heyman, 
Drs. M. Almudevar and Sidney Merlis in 
the September 1959 issue of The American 
Journal of Psychiatry, we studied the appli- 
cability of 22 FeCl; stained filter paper of 
different grades and textures. We found 
that Whatmen 3MM filter paper gave dis- 
crete and stable colored spots with this 
modified procedure. It compared favorably 
in sensitivity and stability of developed 
phenothiazine color with a sulfonic acid 
cation exchange paper (Amberlite XE-69 
supplied through the courtesy of Rohm & 


Hass Company ). Furthermore, the original- 
]у pure whité Whatman 3MM paper pro- 


vides a more brilliant yellow background. 


(after impregnation with 2% FeCl; solu- 
tion) and better contrast for the violet or 
purple color produced from phenothiazine 


metabolites than the off-white sulfonic-acid 


resin paper. We feel that the advantage 
in simplicity :of this modification can be 
further increased by the use of Whatman 
3MM filter paper. 


i 
| T. H. Lin, Ph.D., 
‚ Luther У. Reynolds, B.S., 
Research and Development Div., 
Smith: Kline & French Laboratories, 
| Philadelphia, Pa. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL or Psycnr- 
ATRY : 

Sm: Thank you for your courtesy in 
sending me the enclosed letter from Dr. 
T. H. Lin. 

As a matter of fact, we had tried lighter 
grades of filter paper with very poor re- 
sults. Dr. Lin’s observation on the heavy 
weight Whatman 3MM paper has been 
confirmed bv us. This paper is certainly 
superior to the SA-2 ion exchange resin 
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impregnated paper and comparable to the 
SA-L paper which is much lighter in color 
that the SA-2. ` 

We have been working with another 
modification, 'using Dr. Forrest’s mercuric 
nitrate reagent. We feel that this is even 
superior to the FeCl; impregnated paper 
because we can now detect the low-dose 
drugs such as Stelazine, Trilafon, etc. 


Jack J. Heyman. 
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NEWS AND NOTES 


Symposium on LSD-25 ScugpurLEo.—The 
first invitational conference of Napa State 
Hospital, Imola, California, a symposium on 
Lysergic Acid Diethylamide (LSD-25), will 
be held on Saturday, January 16, 1960, 
sponsored jointly by the hospital and San- 
doz Pharmaceuticals. Basic science aspects 
of this hallucinogenic drug will be dis- 
cussed during the morning ; the clinical and 
therapeutic status during the afternoon. 

Sidney Cohen, M.D., Chairman, Research 
Committee, Veterans Administration Cen- 


‚ ter, Neuropsychiatric Hospital, Los Angeles, 


will be the guest lecturer. Other partici- 
pants will include faculty members from 
Stanford and the University of California 
medical school, Langley Porter Neuropsy- 
chiatric Institute, and practicing psychia- 


trists and psychologists. 


NEvROLOocyY ResIDENCY Bronx V. A. Hos- 
PITAL.—The Bronx Veterans Administration 
Hospital in affiliation with Columbia Uni- 
versity announces an approved 3 year resi- 
dency program in neurology. In addition 
to work at the V. A. Hospital, residents 
spend 6 months full time at Montefiore 
Hospital, 4 months full time in the depart- 
ment of neuropathology at the Columbia- 
Presbyterian Medical Center, and over a 
period of 14 months attend various neuro- 
logic outpatient clinics of the New York 
Neurological Institute. Lectures in the basic 
sciences are given at Columbia University. 
The training program is under the immedi- 
ate supervision of Dr. Carl B. Booth in col- 
laboration with Dr. Daniel Sciarra, Dr. 
Abner Wolf, and Dr. Tiffany Lawyer, Jr. 

Any interested candidates may obtain in- 
formation about this program by writing 
directly to Carl B. Booth, M.D., Chief, 
Neurological Section, V. A. Hospital, 130 
West Kingsbridge Road, Bronx 68, N. Y. 


MASSACHUSETTS MENTAL HEALTH CENTER 
TRAINING ProcraM.—To help fill the need 
for research scientists in the mental health 
field, the National Institute of Mental 
Health has awarded a grant of $400,000 to 
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Harvard Medical School and Massachusetts 
Mental Health Center for the training of 
selected psychiatric residents after their 
third year of training or Ph.D.s interested 
in mental health research careers. The can- 
didate may be attached to one of 8 labora- 
tories, including clinical psychiatry, social 
science, psychology, psychophysiology. psy- 
chopharmacology, neurochemistry and neu- 
rophysiology, for his major "arbeit." In ad- 
dition there will be interdisciplinary sem- 
inars involving the designated laboratories 
from the Harvard Quadrangle and from the 
Massachusetts Mental Health Center Re- 
search Department. Special formal and in- 
formal instruction also will be arranged to 
suit the candidates’ needs. 

The program is under the direction o£ Dr. 
Milton Greenblatt (Assistant Superintend- 
ent and Director of Research at the Cen- 


,ter), and Dr. Jack R. Ewalt (Superintend- 


ent and Professor of Psychiatry ). 


Latin AMERICAN Socrery or EEG Амр 
CLINICAL Neuropuysro.ocy.—Because of 
the expanding interests in the branch of 
electroencephalography and clinical neu- 
rology, the South American EEG Society 
has incorporated as one of its members the 
Mexican Society of EEG. This incorporation 
has brought a change in the name cf the 
EEG Society which henceforth will þe 
known as the Latin American Society of 
EEG and Clinical Neurophysiology. 

Its Officers аге: Dr. Carlos Villavicencio, 
of Santiago, Chile, President ; Dr. Paula Vaz 
de Arruda, of Sao Paulo, Brazil, President- 
elect. 

Dr. Abraham Mosovich, of Buenos Aires, 
Argentina has been elected Honorary Secre- 
tary of the newly expanded society. 


Dr. Bropy Heaps PSYCHIATRY, UNIVER- 
SITY OF MARYLAND SCHOOL or MEDICINE.— 
Dr. Eugene B. Brody has been appcinted 
Chairman of the Department of Psychiatry 
and Director of The Psychiatric Institute of 
the University of Maryland School of Medi- 
cine. He succeeds the late Dr. Jacob E. 
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Finesinger. Dr. Brody came to Maryland 
from Yale in 1957 as professor of psychiatry 
and has been Psychiatrist-in-Chief of the 
University o? Maryland Hospital and The 
Psychiatric Institute since 1958. 


AMERICAN PsYCHOPATHOLOGICAL ASSOCIA- 
TION, Inc.—The Association will hold a 
symposium on the “Psychopathology of 
Aging” at its 50th annual meeting at the 
Park Sheraton Hotel, New York City on 
Friday and Saturday, February 19 and 20, 
1960. This symposium will be published in 
the course of the year. 


Слхлрероѕтѕ To MeNrAL HEALTH.—À re- 
vised edition of Guideposts to Mental 
Health is now available from the New York 
State Department of Mental Hygiene. Most 
popular of the department's many publica- 
tions, the seven-pamphlet series has re- 
ше 8 printings to distribute more than 

2% million copies since its debut in 1949. 
The text was written by Margaret M. Far- 
rar, director of mental health education and 
information. 

Single copies or complete sets of the 
series, titled Life Begins, School Days, Teen 
Time, Your Marriage, Your Job, The Middle 
Years, and The Golden Age, may. be ob- 
tained by anyone without charge from the 
Office of Mental Health Education and 
Information, Department of Mental Ну- 
giene, 240 State Street, Albany, N. Y. 


AMERICAN PSYCHOSOMATIC Sociery.— The 

17th annual meeting of the society will-be 
held at the Sheraton-Mt. Royal Hotel, Mon- 
treal, Saturday and Sunday, March 26 and 
27, 1960. 
. At the Sunday morning session there will 
be a panel discussion on contributions of 
behavioral scientists to psychosomatic medi- 
cine by speakers representing anthropology, 
medicine, psvchiatry and sociology. 

Registration fee for non-members is $5.00, 
students, interns, 
$1.00. 
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LONDON CoNFERBNCE ON THE SCIENTIFIC 
Stupy or MENTAL Dericimency.—The Lon- 
don conference on {Йе scientific study of 
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residents and fellows 
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mental dellolenof will be held July 24-29, 
1960, at the British Medical Association's 
Headquarters, Tavistock Square, London, 
W.C.l. | 


A wide range of subjects will be covered 
providing information on the latest scientific 
developments: in the field of mental de- 
ficiency with opportunities for discussion. 
Invitations to give papers have already been 
provisionally accepted by outstanding work- 
ers from Great Britain, Belgium, Denmark, 
France, Germany, Holland, Sweden and 
the United States. | 


Membership of Ње conference i is open to 
professional workers in all branches of the 
mental deficiéncy field; medical, psycho- 
logical, educational, social and adminis- 
trative. | 

Further information may be obtained 
from the president of the International Con- 
ference Committee of the American Asso- 
ciation on Mental Deficiency, Mr. Harvey 
А. Stevens, 301 Troy Drive, Madison 4, 
Wisc. ог from Arthur W. Pense, M.D., 
New York State Department of Mental 
Hygiene; 240 State Street, Albany, N. Y. 


TWELFTH ANNUAL INSTITUTE IN PsyCHIA- 
TRY AND NEUROLOCY, Мовтн тте Воск, 
AnK.—Ihis annual institute will be held 
February 25 ànd 26, 1960, at the North 
Little Rock Division of the Consolidated 
Veterans Administration Hospital. 


In addition to psychiatric sessions, there 
will be conferences in clinical psychology, 
psychiatric social work, psychiatric nursing 
and dietetics. "There. will be various social 
activities including a dinner the evening of 
February 25 when Dr. Mathew Ross will be 
guest speaker. | 
| 
| 

Tue Horwemer Prize.—This prize of 
$1,500 is awarded annually by The Ameri- 
can Psychiatric Association for: an out- 
standing research contribution in the field 
of psychiatry or mental hygiene which has 
been published during the previous 3-year 
period. Studies in press or in preparation 
are not eligible. 

This competition is open to citizens of 
the United States and Canada, not over 40 
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years of age at the time the study was sub- 
mitted for publication; or to a research 
group whose median age does not exceed 
40 years. The next award will be made at 
the annual meeting of the Association in 
May 1960. Entries submitted to the Prize 
Board before March 1, 1960, will be con- 
sidered. It is imperative that 8 reprints or 
duplicated copies of each entry as well as 
the necessary data concerning age and 
citizenship be sent to David A. Hamburg, 
M.D., Chairman, Hofheimer Prize Board, 
National Institute of Mental Health, Bethes- 
da 14, Maryland. АП entries are inde- 
pendently evaluated by each member of 
the Hofheimer Prize Committee and final 
selection determined by equal vote. 


ТАРЕ Recorpincs, THe Woops Scuoors, 
LaAwcHonNE, Pa.—The president of the 
Woods Schools announces 2 new recordings 
from the conference on “Counseling Par- 
ents of Children with Mental Handicaps” 
held in cooperation with the University of 
Minnesota : ; 

l. "Counseling with Parents at Time of 

First Knowledge of Retardation,” by 

Reynold A. Jensen, M.D., Professor of 

Psychiatry and Pediatrics, University of 

Minnesota. 

. "Helping Parents in a Community Set- 
ting" by Harriet E. Blodgett, Ph.D., 
Assistant Professor, Institute of Child 
Welfare, University of Minnesota. 

These records (12-inch, double-sided, 

high fidelity discs) can be borrowed for 

group meetings without cost except for 
shipping charges both ways. Three weeks’ 
advance notice necessary. 


bo 


Survey or РѕүсніАТВІС FACILITIES IN 
CoLoRADO.—Àt the invitation of Governor 
MeNichols of Colorado, Governor Rocke- 
feller of New York has authorized a survey 
of psychiatric facilities in the former state 
by Commissioner Paul H. Hoch of the New 
York service. Dr. Hoch will go to Denver 
late in January where he will aid in setting 
up a long-range mental health program. 

In giving his approval, Governor Rocke- 
feller said, “The administration is happy to 
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cooperate in strengthening mental ealth 
programs in the states and to make Dr. 
Hoch’s services available to that end.” 


Correction._In the December 1959 
Journal, line 8 of footnote 3, pag= 549 
should read ...10 to 150 mg. . . . instead 
о... 10 to 15 mg. A further correction 
made by the author is that the last para- 
graph on р. 549 should start : “Trifluspera- 
zine (Stelazine) . . ." instead cf "Triflu- 
promazine .. 


Втктнрдх PORTRAIT ron CLARENCE В. 
Farrar.—On his eighty-fifth. bir:hdar, No- 
vember 27, 1959, at a dinner in his bonour 
at the Albany Club, Toronto, Dr. Farrar 
was presented with his portrait, painted by 
the well-known artist, Archibald Barnes, 
R.C.A. 

Former students and collezgues hac gath- 
ered from many points in Canada aud the 
United States to pay tribute to a great 
teacher. Professor D. Ewen Cameron of 
Montreal made special mention cf the guest 
of honour's important contribution a; Edi- 
tor-in-Chief of the Journal ot the American 
Psychiatric Association since 1931. 

Dr. C. M. Hincks spoke about the “early 
days," drawing attention to the fect that Dr. 
Farrar was the first full-time professor of 
psychiatry in Canada on his appointment in 
1925. Dr. D. G. McKerracher of Saskatoon 
dealt with the postgraduate era, depicting 
“a conference” with great clarity ard hu- 
mour. 

After presentation of the portrait, Dr. 
Farrar replied by thanking the contrisutors 
and then went on to pay tribute to h:s pre- 
decessor, Dr. C. K. Clarke as well as others 
who had been associated with him иг: his 
retirement in 1947. 

Congratulatory telegrams were rezeived 
from individuals and organizations attesting 
the esteem in which he was held as Frofes- 
sor, Department of Psychiatry, Universitv 
of Toronto: and, in a sincere and witty 
epilogue, Professor А. B. Stokes summarized 
the sentiments held by all who have been 
fortunate enough to be associated wizh Dr. 
Farrar in his long career of such great sig- 
nificance to the advantement of Fsycxiatry. 


BOOK REVIEWS 


OBJECTIVE APPROACHES TO TREATMENT IN 
Psvcuiavnx. By Гео Alexander, M.D. 
(Springfield: Charles C Thomas, 1958, 
pp. 139. $4.50.) 


Anyone venturing to write a textbook on 


treatment in psychiatry during 1958 was a . 


brave person. So much was happening in so 
many fields; approaches came from diverse 
areas; results of various treatments remained 
open to question ; yet great progress was being 
made during this year. 

The writer of this review can vouch for the 
fact that Dr. Alexander is a brave pioneer in 
the many facets of psychiatric treatment. Also, 
he is about as objective and scientific, yet 
pragmatic as any contributor in the field of 
psychiatric therapy. 

To condense the Treatment in Psychiatry 
to a little over 100 small pages must have been 
a prodigious undertaking. And Dr. Alexander 
must have known full well that many aspects 
of his “arbeit” would change from the time 
he submitted the manuscript until the book 
camé out and reviews were published. 

That Dr. Alexander is eclectic in approach 
is not to be denied. He is well qualified in 
psychoanalytic therapy. He has had extensive 
first-hand experience in the various types of 
shock treatment as well as the numerous drug 
therapies. His renge of experience extends from 
state mental hospitals through army service 
to private practice, both abroad and in this 
country. 

As the title indicates, the author starts with 
a plea for objectivity in acceptance of treat- 
ment methods, recognizing that almost all psy- 
chiatric therapy is empirical and symptomatic. 
Sharpening of diagnostic and prognostic eval- 
uations is called for as a firmer basis for 
therapeutic decision. Considerable emphasis is 
placed on the Funkenstein test and other 
autonomic test responses in relation to treat- 
ment. 

Throughout Һе book there are numerous 
interesting, discerning and challenging discus- 
sions that help to bridge the gap between 
"organic" and “functional” viewpoints. The 
“organic” is in the field of neurophysiology and 
not in pathology or anatomy except for con- 
sideration of the autonomie system. The Pav- 
lovian theories pertaining to excitation and 
inhibition (and as refined and elaborated by 
Gantt and others) аг@ brought into the inter- 
pretation of anxiety, depression, hallucinosis, 
delusion formation, efc® The effect of these 
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emotional and physiological factors on the ego, 
and reaction of'the ego to them become ап 
important part of the total picture that is the 
guide for treatment. А review cannot do justice 
to the clearly stated and documented theories 
put forth by Dr! Alexander. 

In this volume there are some rather definite 
statements about the "treatment of choice," 
such as the value of insulin shock therapy in 
schizophrenia, the excellent results of ECT in 
depressive conditions and the advantages of 
psychotherapy in neuroses. In "Drug Thera- 
py,” Chapter V, the author gives a compressed 
(20 pages), yet; fairly complete survey of this 
rapidly expanding field. "Frontal Lobotomy" 
is discussed in 5 pages and brought into an 
up-to-minute perspective as а therapy of last 
resort. Again, the author was brave in attempt- 
ing to discuss psychotherapy in 19 pages, but 
nevertheless there is much food for thought in 
this chapter which reflects Dr. Alexander's 
personal eclectic approach and understanding. 

The extensive list of references is well chos- 


еп and the volume has an excellent index. This 


small volume should not be judged by its 
size. It is recommended for reading by psy- 
chiatrists, neurologists and others in related 
fields, not so much as a guide for specific 
therapy in an individual case but for stimula- 
tion to further thought and research in therapy 
with due consideration of Dr. Alexander’s hy- 
potheses and his pragmatic yet objective 
approach. | 

Lrovp J. Тномрѕом, M.D., 

| Winston-Salem, N. C. 


Grosse Nervenärzte. Vol. П. Edited by Kurt. 


Kolle. (Stuttgart: Georg Thieme Verlag, 
pp. vii -+ 251, 14 ills., 1959. D.M. 29.40. 
$7.00.) | 


In 1956 Proféssor Kolle brought out a vol- 
ume, titled as àbove, containing biographies 
of 21 great neurologists and psychiatrists of 
the modern era, the earliest included being 
Pinel He called attention to the difficulty, in 
order to keep the book within bounds, of 
making selections from among the many great 
names of the.19th and 20th centuries; and 
held out the possibility that a second series 
might follow. Here it is. And now again the 
compilation involved the same problems as 
the first. Judging by the importance of this 


work one may hope that a third volume may. 


be under consideration. In his prelege the 
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Herausgeber even indicates that likelihood. 

The persons whose life stories are told here 
are: Golgi, Nissl, Alzheimer, Brodmann, the 
Vogts, Helmholz, Quincke, Esquirol, Th. Mey- 
nert, Wernicke, Adolf Meyer, Gaupp, Pierre 
Marie, Babinski, Henry Head, Есопото, 
Horsley, Walter Dandy, Clovis Vincent, Du- 
bois, Hermann Simon. 

It is especially to be noted ‘that Kolle se- 
lected his collaborators on the basis 1) of 
their established research record ; 2) of their 


expert knowledge of their subject; 3) as far 


as possible, of their close personal contact with 
the persons they were to write about. Апу one 
who has heard a speaker discuss a great man 
he, the listener, has intimately known, but the 
speaker has not, will appreciate the importance 
of the third qualification. 

To mention a few of the contributors to 
the present volume: the editor writes about 
Geheimrat Heinrich Quincke who often ac- 
companied his father, Geheimrat Kolle, and 
himself, then a medical student, on their even- 
ing walks. The debt of psychiatry and neu- 
rology to lumbar puncture, first practiced by 
Quincke and reported in 1891, can hardly be 
overestimated. 

Henri Ey contributes the biography of Es- 
quirol, friend and favorite pupil of the great 
Pinel. It was Esquirol who was mainly re- 
sponsible for asylum reform in France and for 
the humane provisions of the Act of 1838 
which still holds good today. 

Sir Geoffrey Jefferson has written the chap- 
ter on Victor Horsley, scion of a family of 
musicians and painters. Horsley's pioneering 
hypophysis operation is dealt with, and Cush- 
ing's criticism and the differences between the 
two great neurosurgeons are touched upon. 

Erwin Stransky writes about that singular 


Scholar Constantin von Economo. Born in Ru- 


mania of a distinguished Greek family, he 
grew up in Trieste where language and culture 
were mainly Italian and chose Vienna as his 
ultimate home. He is famed as the discoverer 
of encephalitis lethargica (1917). 

. Oskar Diethelm is the author of the biog- 
raphy of Adolf Meyer ; whose formulation of 
the concept of psychobiology wherein a mul- 
tiplicity of factors, genetic, psychological and 
social, determining habit formation and per- 
sonality type and likewise predisposition to 
mental health or illness, has been widely in- 
fluential.in both American and British psy- 
chiatry. His teaching has been aptly summed 


up as a "common sense psychiatry." 


1 Ѕее also Kolle : Kraepelin und Freud. Beitrag zur 
neueren Geschichte der Psychiatrie (Stuttgart : Georg 
Thieme Verlag, 1957, pp. 88. $1.80.) 
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In writing about Franz Nissl, Hugo Spatz 
points to the remarkable fact that Nissl, the 
94-year-old medical student at the University 
of Munich, wrote a prize essay on the patho- 
logical changes in the nerve ce:ls of the cere- 
bral cortex, wherein he was first to describe 
the particles embedded in the cytoplasm which 
have ever since borne his name, differentiated 
fixing and staining methods for different 
structures, as cells and fibres, described 7 iorms 
of pathological nerve cell changes, likewise 
the laminar structure of the cortex—in short in 
that astonishing student essay laid the founda- 
tion of the histopathology of the cerebral cor- 
tex, indicating the changes characteristic of 
general paresis and showing the possibility of 
differentiating other psychoses associated with 
organic brain changes. 

It would be a pleasure to give more than 
these fragments of the stories mentioned above, 
and to include reference to the other bi- 
ographies as well, but there isn't zoom. Pro- 
fessor Kolle addresses tais volume, like its 
predecessor, particularly to the younger psy- 
chiatrists and neurologists that they may be- 
come acquainted with the achievements of 
their great predecessors, upon whose shoulders, 
mayhap, some of them may one dzy stand to 
push outward still further the boundaries of 
knowledge. 

C.B.F. 


Basic Issues IN Рѕуснілтвү. Ву Paul V. Lem- 
kau, M.D. (Springfielc : Charles C HS 
1959, pp. 106. $3.50.) 


This is а book, addressed primarily to gen- 
eral practitioners, which opens a perspective 
that many busy psychiatrists have lost sight 
of in their preoccupation with problems im- 
mediately at hand. It comprises a series of 
lectures, given in a post-graduate program, 
sponsored by the American Academy of Gen- 
eral Practice. They were correlated with a 
series of lectures on internal medicine and 
pediatrics. The author makes some tantalizing 
references to the contribution of his colleagues 
in his discussion of his own concepts of basic 
psychiatric issues. 

The author, trained as a psychiatrist, is 
Professor of Public Health Administration at 
Johns Hopkins University, and is in a unique 
position to furnish the-reader with refreshing 
and provoking glimpses of what psychiatry 
is doing and where it may be going. Dr. 
Lemkau’s method of doing this is disarming. 
His style may seem a little bewildering and 
too innocent to the begfnner, but around any 
corner, one may come upon a few simple 
statistics, garnered fsom unexpected laces, 


758 


which are startling and thought provoking. А 
typical example concerns the findings of а 
psychiatrist who was general practitioner, for 
4 years during the war, to a village of 2,500 in 
northern Norvay. Other equally startling items 
suggest the possibility that psychiatrists will 
soon have ta face a very real problem as to 
where the boundary lines of psychiatric prac- 
tice should be drawn. 

Basic Issues In Psychiatry makes no pretense 
of being exhaustive and is therefore easy to 
read. This reviewer would like to read it again, 


supplemented by a perusal of some of the 


biographical references to work already done 
and in process of completion. It would make 
him a wiser clinician and a more challenging 
teacher. 
WiLLIAM С. Young, M.D., 
University of Vermont. 


PSYCHIATRIC ARCHITECTURE., Edited by Charles 
E. Goshen M.D. (Washington : the Ameri- 
can Psychistrie Association, 1959, pp. 156. 
$10.00.) 


This book айн selected materials pro- 
duced by the Architectural Study Project es- 
tablished in 1953 under the joint auspices of 
the American Psychiatric Association and the 
American Institute of Architects, The aims of 
the Project were to develop effective com. 
munication between the professions of psy- 
chiatry and architecture, and to define the 
basic principles which determine good mental 
hospital design. 

It is apparent from the first 5 papers and 
from other comments throughout the collection 
that a considerable number of the contributors 
conceived the zoal as the development of archi- 
tectural design that would have a positive 
therapeutic effect on the patient. 

There is considerable comment on how the 
patient perceives space and the arrangement 
of space, how he is affected by colour, sound, 
odour, and texture, and how personal interac- 
tion is hindered or facilitated by the arrange- 
ment of space and furnishings. However, the 
comment is largely speculative. Many questions 
are asked but few are answered. The papers 
describing actual units are not closely related 
to these theoretical discussions but adhere to 
the more familiar and less speculative approach 
which seeks chiefly to provide unobtrusive 
surroundings which will not interfere with the 
therapeutic process, avoiding traditional in- 
stitutional characteristics. Although it is only 
mentioned once or twice, the reader feels the 
implication that the concept "hospital now 


conveys too much of illwess, regimentation and 
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limitation, and: that it is being replaced by 
“home,” “hotel,” or “country-club.” 

One quality of design universally approved 
but not adequately discussed is "flexibility. j 
The description of “transitional spaces” in the 
article on Chestnut Lodge is worthy of note. 

Personally, I enjoyed the speculative and 
theoretical discussions as well as provocative 
concepts and phrases such as "facilities for 
inactivity." For the more practical there are 
helpful lists of requirements and general spec- 
ifications, descriptions of layout and equip-^ 
ment, and “А Check List for Mental Hospital 
Planning." However, in no sense of the word 
can this book be considered to be a manual of 
hospital design. 

To round it out there is а 23-page article on 

"Mental Health Programs and Facilities in 
Europe and Asia" illustrated by 45 colour 


‘prints, which perhaps only confuses a seeker 


for the "right" panen by showing what variety 
exists. 

Two us on "Mental Hospital Terms 
for Architects” and ' "Building Terms for Mental 
Hospital Administrators" will be of interest to 
the uninformed! 

В. Н. McNerL, M.D., 
Dept. of Health, 
Toronto 
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Вон DER: Мсн UND PsycHo- 
THERAPIE. Edited by Viktor E. Frankl, 
M.D., Victor E. Freiherr von Gebsattel, 
M. n. and J. H. Schultz, M.D. (Munich 
and Berlin : : Urban & Schwarzenberg, 1958, 
Parts 1-7, DM 19,-$19.50, 14,- 15,- 21,- 
$18.50, and 20,-) 


The Handbuch, to be published in 5 
volumes, each about 750 pages, will first ap- 
pear in parts (Lieferungen), unbound. Each 
part will comprise up to 160 pages, and the 
contributions will be monographs. The entire 
field of the neuroses and psychotherapy will 
be treated, from the individual points of view 
of the authors; ; however, controversial ques- 
tions will be treated by two authors differing in 
point of view. The editors of the Handbuch 
believe that there is such a thing as a common 
basis underlying different views, and that it 
is the common Баз1$ on which psychotherapy 
will be built in the future. 

Part 1 is devoted to the ‘ 'suggestive meth- 

ods" giving a comprehensive survey of the 
varied views оп this method. Bernard Stokvis, 


one of whose two contributions 15 annotated w” 


by no less thani 370 references in the biblio- 
graphy, reports on various suggestive and auto. 
suggestive methods, including less known but 
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significant details such as rationelle or primi- 
tive auxiliary aids. In his other contribution, 
Stokvis considers experimental-psychological 
matters relating to hypnosis, which go beyond 
the authors own recently published textbook. 
Of particular importance seem to be the psy- 
chosomatic aspects and the possibility of a 
clinical hypnosis. Ernst Kretschmer presents 
his two-way "standard method" (a combina- 
tion of analytic and .suggestive methods), 


. which conceivably could constitute the psy- 


chotherapy of the future, particularly in short- 
term psychotherapy. His son, Wolfgang, 
writes on Protrepik, which combines all those 
methods that free the patient from his neuro- 
tic Fehlhaltung (disturbance) through sensory 
and verbal stimulation. The characteristic of 
this method is the Dressur of the patient. For 
instance, electric currents are used in treat- 
ment, and certain successes have been reported 
in cases of hysteria. Betz speaks about media- 
tive methods, particularly the Bildstreifenden- 
ken. Certain combinations of pictures аге trans- 
mitted to the patient in a motion-picture form 
while he is “relaxed”. The author thinks that 
this method is not used widely in Germany, 
and this reviewer wonders where it is used 
“widely.” Erwin Stransky contributes his well- 
known  Subordinations- Autoritaets- Relations- 
therapie : the therapist appeals to the will of 
the patient first. However, it cannot be as- 
sumed that today's crop of therapists like this 
type of therapy (or, for that matter, Protre- 
pik), as it runs counter to the transference 
relationships between therapist and patient, 
which are most in demand today. 

Part 2 contains an excellent contribution 
by Strumpfl on “Heredity and Neurosis.” The 
controversial subject of the heredity of the 
neuroses is handled in a new way, including 
the experiences of those psychologists who ex- 
periment with animals. Unfortunately, the 
author did not take into consideration Rene 
Spitzs research on the origin of neuroses in 
infants. Wolfgang Kretschmer writes on "Neu- 
rosis and Constitution" much in the same way 
as his father, Ernst, has taught this subject for 
many years, but Wolfgang treats the subject 
more comprehensively and brings the possi- 
bilities of the Konstitutionsforschung up to 
date. Birkmayer tells of the "vegetative syn- 
dromes" and stresses the pathogenetic and in- 
dividual factors. He differentiates between a 
"sympathetic hypertony and hypotony" and 
a “para-sympathetic hypertony and the vege- 
tative ataxia," which, according to Birkmayer, 

-interacts in the disturbance of coordination 
and the vegetative regulation. Of particular 
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interest to this reviewer are the 3 contribu- 
tions by Freiherr Victor von Gebsattel, zn the 
phobie, the “anakastic” and the dep:sssive 
Fehlhaltung (disturbance). The causes of 
these disturbances are examined philosophi- 
cally, yet no attempt is made to engage in 
speculations. 

Part 3 is designed to give the reader a sur- 
vey of the history of psychotherapy, and 
presents the present trend as well as develop- 
mental tendencies of individual cultures. 
Eliasberg writes magnificently on the history 
of psychotherapy. He asks many questions, as 
about social and psychological causation or 
"What is CureP," etc. His conc:ribution is 
amended by J. Н. Schultz, who tells the 
reader of the historical situation in Europe. 
Pfanz writes on “Psychotherapy in Central 


‚ Europe,” Reiter on “Denmark,” Harding on 


“Sweden,” Johnson on “Norway,” Kammerer 
on “France,” and Stengel on “Great Britain.” 

In Part 4 the trends in Italy are discussed 
by Cargnello and Cesa-Bianchi, in Spain by 
Sarro, in Eastern Europe by Voelgyesi, in 
Russia by Kleinsorge, in China by Otto, in the 
USA by Hofstaetter; non-analytical psycho- 
therapy in Latin America by Binder, and Psy- 
choanalysis in Latin America by Kemper. For 
the German reader, the article by Hofstaetter 
is of the greatest value, as not only is the litera- 
ture discussed but also critically evaluated. Al- 
though the value of Parts 3 and 4 lies in 
their source material for the German -eader, 
they would appear to have the same valae for 
the English reader, as most of the material, 
apart from Hofstaetter’s article, is nearly un- 
known in the U.S.A. Thus the reader can 
familiarize himself with the cultural, ideologi- 
cal religious, and  schismetic differences 
among the various countries. 

Part 5 deals with organismic treatments, 
such as J. H. Schultzs Autogenes Treining, 
which the author invented and which never 
got a foothold in this country. Instead of read- 
ing a voluminous book on this subject, the 
reader gets the idea in the sometimes herd-to- 
read form of an abstract. E. B. Strauss end W. 
F. Coningsby write on narcoanalysis, Lucy 
Heyer-Grote on breathing-therapy, and our 
own J. L. Moreno on “Psychodrama,” a sub- 
ject more familiar to Europeans, where it 
originated, than to us. 

Part 6 is partly enttled "Grcup Psycho- 
therapy" and partly "Psychotherapy in Psy- 
chotic Illnesses.” The former contains 2 
articles by A. Friedemafin, in essence equating 
group psychotherapy with sociogram and psy- 
chodrama à la Мопс (with which many 
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American group psychotherapists will take 
issue), only to a small degree taking cogni- 
zance of non-psychodramatic methods in group 
psychotherapy, particularly the psychoanalyt- 
ic method, tocay perhaps the most widely 
practised approach in group psychotherapy in 
the U.S.A. The author does not avoid per- 
sonalities, but, so far as the sociogram and 
psychodrama only are concerned, presents 
these methods founded by J. L. Moreno in an 
easily readable style. 

The balance of Part' 6 is devoted to the 
Psychoses,-R. Kraemer, P. Matussek, Victor 
E. Frankl and J. H. Schultz sharing the honors. 
J. Segers contributes a special article on the 
"Possibilities (of psychotherapy) within the 
frame of stationaer-psychiatrischer Behand- 
lung" in institutions. 

Part 7 is devoted to Fehlhaltungen (dis- 
turbances) only, dealing with the perverse, 
schizoid, parancid, and impulse types of men- 
tal illnesses. The contributors are P. Matussek, 
J. Н. Schultz, W. Th. Winkler, and H. Giese. 

All told, the present endeavor is probably 
one of the most ambitious ever undertaken in 
neurology and psychiatry. This work also at- 
tempts to be as comprehensive as possible, 
but falls short m the eyes of many American 
readers because of the wide diversity of ap- 
proaches and points of view. Nevertheless, 
comprehensivensss (in my opinion) can sel- 
dom, if ever, be satisfactorily achieved. Look. 
ing at the first 7 parts, one can only be amazed 
at the richness, immensity of outlook, and new- 
ness of territory. Almost any American reader 
wil be glad to know that there is such an 
encyclopedic reference that will answer al- 
most any question known to date to the 
medical and psychological researcher, prac- 
titioner, and student. 

Hans А. ILLING, 
Los Ángeles, Calif. 


80 Puerro Rican FAMiLESs iN New Ховк 
City. By Beatrice Bishop Berle, M.D. 
(New York: Columbia University Press, 
1958. $4.75.) 


In a period when sociology and anthropolo- 
gy have become almost as heavily burdened 
by abstruse terms and cliché references as psy- 
chiatry, it is most refreshing to come upon a 
really unpretentious piece of scientific writing. 
Medical education, too, has been criticized 
because it tends to teach all about rare and 
complex diseases and neglects “the problems 
of every day life”; $ little book may help 
restore the balance. 

A physician and a small group of helpers 
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set up medical ‘practice in a slum inhabited 
mainly by Puerto Ricans and settled down to 
give service and, by thus earning the oppor- 
tunity, to make, observations on how the pa- 
tients and their 'families live, subsist, relate to 
eaçh other and to the social institutions around 
them. While considerable attention is given 
to disease and its effects, the book contains 
much more: the advantages of emergency 
room treatment over outpatient clinic attend- 
ance, the balancing of values of a good set 
of teeth compared to loss of time at work, the 
usefulness of one religious denomination as 
compared to another, the issue of how to 
change from white to blue collar class without 
loss of dignity or face. These and many other 
problems were posed by the 80 families who 
came under observation. Sometimes the prob- 
lems were solved satisfactorily, sometimes there 
was continued and dismal failure. The sym- 
pathy and sensitivity with which the observa- 
tions were recorded indicates that the author 
was able to achieve a genuinely non-judg- 
mental attitude that allowed her to get facts 
rather than defenses. 

There are few generalizations suggested. 
This is а descriptive study, not an analytic or 
synthetic one. It was associated with an an- 
thropological study on a larger scale and had 
careful controls:and checks on the observa-. 
tions made, but in the writing of this book we 
see only a perceptive clinician, not an obsessive 
theorist or опе ‘һо needs to formalize her 
wisdom too much. It is a refreshing and hu- 
manistic study, i real, down-to-earth, Anthro- 
pology and sociology need more like it and 
medical education needs them, too. 

‚ PauL V. Lemxau, M.D., 
' Johns Hopkins University, 
School of Hygiene and Public Health. 


La FORMACION ESPIRITUEL DEL Гмотутооо, 4th 
Ed. By Honorio Delgado. (Barcelona ; Edi- 
torial Cientifico-Medico, 1958, pp. 197.) 


The author surveys briefly the various 
schools of psychological thought: the experi- 
mental, reflectological, behavioristic, psycho- 
analytical, individual, gestalt, genetic and bio- 
genetic. He then‘ describes the physical, mental 
and emotional developments during infancy, 
childhood, preadolescence and adolescence. Of 
particular interest is the “Scheme of physical 
development of the individual" in table form. 
This is followed; by the study of the mind in 
the process of formation. 

The author treats the problem of personality 
from the viewpoint of a religious moralist with 
little attention paid to the dynamics of be-.. 
havior as understood presently in modern texts. 
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“Culture is human life guided by spiritual 
value.” He also ascribes determining influences 
to “blood and race,” a theory that recalls the 
much discredited racism. “Faith and tradition” 
are extensively used throughout the book, but 
specific psychological and theological defini- 
tions of these terms are not given. 
Hırscu L. Gorpon, M.D., 
New York City. 


Тнк BORDERLAND OF EMBRYOLOGY AND PATH- 
огосу. Ву R. A. Willis. (London : Butter- 
worth & Co., 1958, pp. 660. $18.00.) 


The most fascinating book I ever read in 
anatomy was Sir Arthur Keith's Human Em- 
bryology and. Morphology. Yt is the only book 
of its kind I know which reads like an'exciting 
detective story. When, then, I read Dr. Willis’ 
statement that Keith’s book had long excited 
his interest and admiration, and that it was 
this work that brought him to England to study 
under Keith, I was prepared to find a book 


as informative and readable as Keith’s—and I 


was not disappointed. This is an altogether 
thoroughly admirable book in every way. A 
pathologist with a natural desire to know the 
reason why, Dr. Willis here brings together 
the estimable results of his researches, reading, 
and reflection to give us what is probably the 
best account in any language of the conditions 
during development productive of pathology in 
man. Every aspect of the subject is covered, 
and almost all the many original illustrations 
are from the author's own preparations. There 
are excellent chapter bibliographies, and a 
good index. 

The attractiveness of the book is such that 
it should gather a wide variety of readers 


within the charmed circle of its pages, for it : 


deals with no less than the matter of human 
devolopment, and what may go wrong with 
it morphologically. And anyone interested in 
man, ought to be interested in that. Dr. Willis 
can be recommended as the perfect guide to 
morbid developmental embryogenetics. 
ÁsHLEY MoNTAGU, Рн.р., 
Princeton, М. ]. 


EXPLORATIONS IN SocraL PsvcurATRYy. Edited 
by Alexander H. Leighton, John A. 
Clausen, Robert N. Wilson. (New York : 
Basic Books, 1958. $6.75.) 


SOCIAL Psycuratry IN Action. A Therapeutic 
Community. By Harry A. Wilmer. (Spring- 
field, Ill. : Charles C Thomas, 1958. $8.75.) 


Neither the term "social psychiatry" nor its 
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concept appears to be native to this country ; 
while social psychiatry is not a new method, 
it is an innovation here. There are several 
reasons for this reluctance of American psvcho- 
therapists (as contrasted with Eurcpean, par- 


‘ticularly English, colleagues) to adopt this 


method in this country. For one th:ng, "social 
psychiatry," especially as applied to a thera- 
peutic community, denotes the treatment of a 
relatively few patients within a specially cre- 
ated setting, no matter how closely related to 
the “real” community, calls for an expensive 
outlay on buildings and personnel. Social psy- 
chiatry in therapeutic communities. therefore, 
is nearly non-existent in this country, and the 
few experiments made with this method, such 
as undertaken by $. В. Slavson, Fritz Redl, 
and Bruno Bettelheim, made "headlines" in 
professional circles because of their uniqueness. 

The present volumes publisked simul- 
taneously may indicate a changing attitude 
toward the treatment of the mentally ill, trans- 
ferring it from the doctor's office or the hos- 
pital’s ward to the community. The first book, 
Explorations in Social Psychiatry, has 18 
contributors. The collection is uneven, since 
some of the contributors write about such 
topics as “Adolescent Drug Use" without really 
integrating the subject with sccial psychiatry. 


. In addition, the editors, in a brief footnote, 


observe that social psychiatry has "somewhat" 
different meanings in America aad abroad. 
Their own definitions are, in this reviewer's 
opinion, incorrect, inasmuch as the term “so- 
cial psychiatry" is an imported, and not an 
indigenous, term, which most certainlv can- 
not be applied to industrial and forensic psy- 
chiatry, as the editors think it сап; oa the 
other hand, group therapy, which the editors 
feel is practised here but not abroad, cannot 
be isolated from the imported corcept of so- 
cial psychiatry since the latter wes derived 
from group therapeutic concepts, and is the 
underlying method common here and abroad. 

However, the value of Explorations appears 
to this reviewer to be immense. Tke contrib- 
utors speak of a "community" (not the com- 
munity), a township, which makes mental 
health programs possible whether through tax- 
ation or through voluntary effor:s, such as 
chest drives. The “therapeutic commurity” is 
nowhere mentioned. Yet, the trend toward 
the tendency to consider the therapeutic needs 
of the individual beyond those needs which 
he has as a patient is evident everywhere. The 
editors have set themsedves the task of exam- 
ining 5 aspects: 1. The prevalence of mental 
illness, 2. The need €or a concept of mental 
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illaess, 3. The relation of mental illness to so- 
cial pathology, 4. Socio-cultural changes, and 
5. Personality development. It seems to this 
reviewer that, no matter how social psychiatry 
is defined, only aspects 3 and 4 are really re- 
lated to social psychiatry, whereas the others 
are outside the topic of the book (not, of 
course, outside the province of psychiatry per 
ве). Such chapters as "Health and the Social 
Environment" are the highlights of the book ; 
and a statement like "some disturbances of 
mood, thought, and behavior occur as a part of 
man's adaptation to his social environment;" 
while commonlv accepted today, deserves to be 
explored more widely. Hence, the author's in- 
quiry into the relationships among the 3 
variables,—sociz] environment, psychological 
disturbances, and bodily illnesses. The short- 
comings of the book (inadequate conception 
of "social psychiatry," exclusion of previously 
published material here and abroad and hence 
omission of credit to the pioneers in this field, 
the dearth of case illustrations) are more than 
outweighed by the "explorations" and importa- 
tions of Contirental ideas (even though the 
editors might deny this) in a field hitherto 
very little known in America. 

Social Psychiatry in Action, on the other 
hand, has, as its sub-title, "A "Therapeutic 
Community," znd thereby already indicates 
the aspects which it deals with. This book has 
adequate references (about 700 items) includ- 
ing most of the sources by the pioneers of 
social psychiatry, such as Bierer, Maxwell 
Jones, Ezriel, Bion in England ; Slavson, Redl, 
and Bettelheim in this country, to mention a 
few. The author experimented with his thera- 
peutic community at the psychiatric admission 
ward. at the Naval Hospital in Oakland, Cali- 
fornia, and the book contains case histories 
only. He included but little theory and back- 
ground for the concept of social psychiatry, 
leaving it to the reader to delve into the 
sources. It should be noted, however, that the 
term “community” is used by the author in 
a different sense than in England (where a 
community actually is created physically by 
the establishment of grounds, buildings, etc.) 
in that a ward of an existing hospital is “set 
aside" for the purpose of a community. How- 
ever, as such, -his ward community may be 
a “first,” and therefore the “changing society 
on the ward,” the roles of the various thera- 
pists (corpsmen, nurses, psychologists, and so- 
cial workers) and community meetings (almost 
all based on group psyehotherapeutic methods) 
are discussed in great detail and will enlighten 
many practitiorers as te the employment of 
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group meetings, spontaneous, face-to-face in- 
teraction, and the revelation of hidden "com- 
munity" tensions, feelings and needs, to men- 
tion but a few. Therefore this volume will 
enrich our present literature, as, on the whole, 
will also the anthology of Explorations. 
| Hans A. IrriNG, 
Los Angeles, Calif. 
NEKROPHILIE. STRUKTURANALYSE EINES FAL- 
Les. By Th.:Spoerri. (Basel/New York: S. 
Karger, pp. 92. Bibliotheca Psychiatrica et 
Neurologica: Fasc. 105, SF 15.) 


Karl Birnbaum introduced the concept of 
structural analysis into psychiatry in 1923. 
Since that time this concept has been used with 
a variety of meanings. Spoerri defines structural 
analysis as the! analysing consideration of a 
case in respect to the real relations within the 
totality of this case and the elaboration of the 
particularity of these relations. 

The case is a necrophiliac with the diag- 
nosis: dysplastic, schizoid, autistic-eccentric, 
unintelligent psychopath of depressive tempera- 
ment with additional depressions, The man, 
now 33 years old, committed between 1946 and 
1953 5 necrophilic acts., He always exhumed 
female corpses, inspected them—especially the 
genitals—, cut them up and apparently in one 
instance made а! coitus-like play. The later the 
delict occurred; the longer had the women 
been dead and; accordingly, in a more pro- 
gressed state of decomposition. 

The necrophiliac was exculpated in court 
with the diagnosis schizophrenia which still 
may be clinically the correct one. He gave the 
author little insight into his history and inner 
life. Hence the! author had to take recourse 
to his and preceding observations, to the 
Rorschach, and,to a considerable amount of 
interpretation. There were a number of sui- 
cidal attempts апа self-injuries as well as 
several escapes from the mental hospitals. 

The author comes to the conclusion that 
amorphousness is the structurally essential 
element in his case. He endeavors to show the 

“Impression of the amorphous” in the man’s 
mimicry and gestures, in his manner of speak- 
ing, in his way of experiencing, in his life 
course, even in his attempts to escape from the 
hospitals. The amorphousness, in the author's 
opinion, is manifested also in incomplete dis- 
tinction between inside and outside and in 
the sexual desire for the—increasing—amor- 
phousness of dead bodies. 

An interesting chapter on the literature of 
necrophilia, including belles letters is very 


carefully done. [Remarks on the forensic ad-- | 


judgment are briefly made. In the last chapter 
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the problem of necrophilia, i.e. of necrophilia 
in the broader and of necrophilia in the nar- 
rower sense, is discussed at some length. 

The author has worked hard to get and to 
interpret the accessible material. One cannot 
help wondering when and how the cardinal 
point of amorphousness was taken into con- 
sideration: As the author has done his structur- 
al analysis with his own self-forged tool, there 
would not be much sense in discussing details 
which after all stand and fall with the ac- 
ceptance of this tool. This reviewer would find 
such an acceptance easier if there were on one 
hand more reliable communications of the case 
available and if not—perhaps mainly due to 
this lack—the presentation were again and 
again rather forced. The merit to have pub- 
lished a case of necrophilia—not a monograph 
on necrophilia as the title of the treatise might 
make one assume—is despite these criticisms 
gladly conceded. 

There are 3 Rorschach protocols—very help- 
ful certainly—exemplarily directed and inter- 
preted by Roland Kuhn. 

EuGEN KAHN, 
Houston, Tex. 


PSYCHIATRY AND THE. PUBLIC HEALTH. By С. R. 
Hargreaves. (New York: Oxford Univ. 
Press, 1958. $3.00.) 


The author has edited his lectures given to 
the “medical” public for the Health Clark 
Bequest. This bequest made possible lecture- 
ships on the history and progress of Preventive 
Medicine. Dr. Hargreaves is the first psychi- 
atrist given this honor and his lectures com- 
pletely justify his selection. 

For one unfamiliar in the field of preventive 
psychiatry these lectures are a must. For those 
experienced in this field Dr. Hargreaves has 
brought his freshening insights into the field 
to help us understand why we are at all con- 
cerned about preventing mental illness, Dr. 
Hargreaves has chosen to start at the begin- 
ning and progress to modern times, where we 
find psychiatry at the threshold of preventing 
illness and its complications. 

Anyone interested in mental illnesses, and 
physicians who are concerned about the ex- 
tent of psychiatric disorders in their practices 
should find in this small volume considerable 
of interest. Psychiatrists in training would do 
well to read this book. 

The best thing about it is Dr. Hargreave’s 
explanation about how mental illnesses have 
become a major public health problem and 
what might be done about this fact. 

Rocer W. M. Howzrr, M.D., 
Detroit, Mich. 
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PATIENTS, PHYSICIANS AND lrrNEss. Edited by 
E. Gartley Jaco. (Glencoe, Ill. : The Free 
Press, 1958, pp. 600. $10.00.) 


This volume is presented as a scurcebook 
of “behavioral science” in mecicine. Most of 
the 64 contributors, including the editor, are 
“behavioral scientists,’ 11 have medical de- 
grees and, of these, 4 are working in or asso- : 
ciated with psychiatry. “То the individual who 
has ever been a patient, or the physician, nurse, 
medical scientist, or health technician, the 
contents and orientation of this volume may 


. seem novel, if not unique. As an effort to 


bring together the writings, research and ideas 
of representatives of the behavioral sc:ences 
on varied aspects of medicine within a single 
cover, this sourcebook preserts a view of 
medicine not well-known nor often recog- 
nized. Because medicine has traditionally had 
a biological orientation and basis, the entry 
of the sociologist, cultural anthropologist and 
social psychologist may seem a strange, if not 
bold, venture. Indeed, such a view mav also 
feasibly be held by many social scientists. The 
patient, the physician, and illness itself, how- 
ever, may be given newer significance and 
understanding when examined from the per- 
spective of these disciplines becoming known 
as ‘the behavioral sciences." This excerpt 
from the Introduction fairly reveals the gzneral 
character and theme of the book. Of tke 55 
chapters the majority have appeared previously 
in social science, psychological, and similar 
publications, and at least one in the Journal 
of American Medical Association. (Be it noted 
that this volume does not include “Near Life, 
Near Death, Near God" as published anony- 
mously and given editorial support in the 
Т.А.М.А., 1957, 163 : 15, 1358. Nor does апу- 
thing in the book approach the naive:é of 
that propaganda to which some medical schools 
had already succumbed.) The good physician, 
who, in spite of appearances, must alwevs be 
acutely conscious of many other deficiencies 
than this book implies, will find little that is 
actually novel or unique in it. Indeed, some 
of the contributors point out that much of 
what they have to say is self-evident or well 
known and that some of their views need 
further evidence to support them. It is sug- 
gested that further courses in behavioral 
sciences should be included in the medical 
curriculum. But surely such material, if suf- 
ficiently established or worthy of investigation, 
is the type that the student should best learn 
—along with its limitations as well as the 
limitations of other mfterial-from a good 
clinical instructor rather than from formal 
courses; the good é@linical instructor does 
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recognize that much or most dis-ease is related 
to heredity and environment in its broadest 
sense—social milieu, cultural factors, mores, 
personal associations, circumstances, problems, 
etc. Better understanding of that relationship, 
as of all problems of medicine, without any 
exception, is, cf course, urgently required but 
the discursiveness of this book—analysis of 
health, illness, patient, student, physician, 
nurse, hospital, community, etc.—would seem 
to militate against that objective rather than 
advance it. 

About 50 pages are devoted to reference 
matter and bibliography combined and 8 pages 
to explanation of terms used in the behavioral 
sciences. There are not many but a few typo- 
graphical, spelling Or grammatical errors, such 
as cardiac "infection" for infarction, “prose- 
` cuted" for persecuted, “sited” for cited, each 
"have" for each has. 

‚ М. E. McKinnon, M.D., 
University of Toronto. 


Tue Рзусногосу or Елвьх Снирноор. Ву 
Catherine Landreth, Ph.D. (New York: 
Alfred A. Knopf, 1958, $8.75 trade—$6.50 
text. ) 


This book is a survey of present-day knowl- 
edge concerning the development of child be 
havior to the age of 6 years, written in a form 
which makes it suitable for use as an intro- 
ductory college textbook on the subject. The 
author, who is Professor of Child Psychology 
and Director of the Institute of Child Welfare 
Nursery School of the University of California 
in Berkeley, has drawn upon her experience 
and perspective both as investigator and teach- 
er in the field of child development to present 
in a clear and interesting way basic psycho- 
logical concepts which are needed in the 
educational background of such professional 
disciplines as nursery school and kindergarten 
teaching, clinical psychology, family and child 
social welfare work, nursing, pediatrics, and 
child psychiatry. 

Oriented toward the results of research, the 
` text gives representative experimental data on 
which generalizations in child psychology have 
been made, drawing, to some extent, from the 
pediatric and psychiatrie as well as, more ex- 
tensively, from the psychological literature. 
Conclusions drawn are commonsense and, al- 
though areas for needed research are indicated, 
there is a minimum of theorizing and specula- 
tion to fill the many large gaps in current 
knowledge. 

The subject mattereis clearly outlined. Each 
chapter begins with a few questions designed 
to stimulate the studente selective interest and 
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ends with a brief review of the salient conclu- 
sions. The text 1$ well supplemented with fig- 
ures (105), tables (17), ànd brief illustrative 
examples. At the end of each chapter, also, are 
a small number of carefully selected recom- 
mended readings, often some recommended 
films, and usually about 2 to 4 pages of refer- 
ences. 


Beginning with a brief review of “The. 
Origins of Child Psychology,” the body of the 
material is organized under the following chap- 
ter headings : "Prenatal Origins of Behavior,” 
“Behavior of the N ewborn,” “Motor Behavior,” 

“The Development of Language and the Func- 
tion of Speech in Early Childhood,” “Emotion- 
al Behavior,” “Social Behavior Toward Age 
Peers,” “Perceptual and Adaptive Behavior,” 

“Developmental Factors,” “Learning Proc- 
esses,’ “Mental Functioning,” and “The 
Child’s Interaction with his Environment.” The 
book ends with; a discussion of the "Problems 
Inherent in the Study of Human Behavior,” 
mentioning the restrictions involved in the 
use of the experimental method in the study of 
human subjects, suggesting the kind of data 
that can be obtained on child development and 
behavior as a natural science, and indicating 
the immensity of the task ahead in the develop- 
ment of the field and the need for a multi- 
discipline approach. 

Although the generalizations in child psy- 
chology contained in this book are applicable 
to the understanding and regulation of the 
development of; the individual child, their use 
in the diagnosis, prognosis, and treatment of 
behavior disorders is outside of the scope of 
the material presented. The book is concerned, 
largely, with normal development rather than 
with clinical problems, although the “normal” 
includes a wide range of deviations. Psycho- 
analytically oriented child guidance personnel 
will Bind much iof the theory on which their 
dynamic formations and treatment are 
based either only briefly mentioned or, in some 
instances, rejected as unsupported by rigorous- 
ly obtained statistical data. There has been 
no attempt in,this book to fit the various 
aspects of child development into any one- 
theory structure or into an integrated system 
of concepts. 

It is the reviewer's opinion that not only will 
teachers and ather professional workers re- 
sponsible for the care of young children find 
this book a good introduction to the psychology 
of early child development and a useful refer- 
ence resource, but also that nurses, medical 
students, and physicians who are not well 


grounded but àre interested in the growin 
literature in the field will find it interesting S 
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and profitable reading. The vocabulary and 
style are not at all formidably technical, but 
the scientific standards maintained in the selec- 
tion of material in a relatively recent, complex, 
controversial, and burgeoning field of knowl- 
edge have been high. 
Harz F. Surrey, M.D., 
San Francisco, Calif. 


` Tue Рзусногосх or MnpicAL Practice. Ву 


Marc H. Hollender, M.D. (Philadelphia 
and London: W. B. Saunders Company, 
1958, pp. 276.) 


Contributions by a psychiatrist, an obste- 
trician, a pediatrician, and an internist are 
included in this monograph. There are two 
chapters on the doctor-patient relationship 
which unfortunately begin with a categoriza- 
tion of this relationship into 3 types ; and many 
physicians, only barely initiated dynamically, 
may not find the terms “activity-passivity,” 
“guidance-cooperation,” and "mutual partici- 
pation" too meaningful. The author adds that 
there is no one particular type of relationship 
that is best, but the model chosen should be 
most appropriate to the given situation. 

The second chapter on the practical aspects 
of this relationship between doctor and pa- 
tient makes а number of points which bear 
close reading, such as : the need to understand 
the purpose, function, and the fears that pro- 
voke reactions to an illness, and how unserv- 
iceable the concept of "good" and "bad" is 
when applied to such reactions. Also covered 
are the shortcomings of а “погта and ап 
“abnormal” in evaluating behavior, and the 
error of too great stress on whether a pain is 
“real” or “unreal.” In discussing the motiva- 
tion of a patient's visit, the author points out 
that in many cases ". . . the ‘real reason’ will 
be revealed only as the patient gets to know 
you and is sure your attitude is sympathetic." 

The section dealing with the cancer patient 
stresses the need to individualize one's ap- 
proach to the patient, and the benefit of being 
told the diagnosis by a physician known to the 
patient rather than by a comparative stranger. 
А quotation from an article by C. S. Cameron 
on the management of the terminal patient 
certainly merits attention. 

Several discussions in the chapter on obstet- 
rics (by E. M. Solomon, M.D.) make excel- 
lent and informative reading for psychiatrists, 
for instance: "Clinieal experience amply at- 
tests to Reynold’s statement that women do 
not necessarily like to be pregnant and often 
deeply resent pregnancy" but adjust to it as 
the condition continues ; and the patient not 
infrequently tells the obstetrician she is op- 
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posed to breast feeding, and a strcng aversion 
or revulsion against the process may exist. The 
approach to natural childbirth and keeping 
the baby with the mother continuously after 
the first 24 hours are -efreshingly practical, 
since it is pointed out that both approaches 
are excellent for some patients but not indi- 
cated for others. 

The section on pediatries /by J. B. Rich- 
mond, M.D.) is equally well written. The 
value to the physician of seeing the family in 
a more spontaneous situation during a house 
call, the value of listening, and a thzrough 
examination in relieving anxiety, aad tlie need 
to avoid glib reassurance are stressed. He points 
out that troublesome areas may rct be men- 
tioned and that the mother's real feslings may 
not be in keeping with what is at first ex- 
pressed. Finally, the problems faced by а 
parent whose child hes a malignancy аге 
described and realistic suggestions cre офегед. 


There is also a chapter on the medizal pa- 
tient, in which coronary heart disease, diabetes 
mellitus, and cerebrovascular accidents are 
considered. 

The careful reading cf this macerial would 
certainly aid one in understanding the patient's 
emotional difficulties. There are alsc some 
practical and understandable suggestions on 
approaching the patient which would be of 
great value to the non-psychiatric physician. 

Jackson А. Ѕмітн, M.D., 
University of Nebraska, 
Omaha, Nebr. 


Tue FEMALE OFFENDER. By Prof. Caesar Lom- 
broso and William Ferrero. (New York : 
Philosophical Library, Inc., 1958, pp. 313. 
$4.75.) 


Caesar Lombroso, one of the greats of 
19th century psychiatry and psychology, di- 
rected much attention to the study of the 
criminally deranged. However, viewed in light 
of 20th century understanding, scme of his 
concepts in The Female Offender are most in- 
adequate. These include such items as the born 
criminal, atavism and p3ysiologicel anomalies, 
to mention only a few. Nevertheless, Lom- 
broso's speculations found hira pleading for a 
clearer differentiation between the casual and 
the habitual offender. He als» helped inspire 
a more careful scrutiny of statistics in crime. 


Dr. Pirone in the Introduction has written 
as follows: The present study in criminal 
biology, which grew out of his collaboration 
with William Ferrero (althougn almost a 
hundred years ago) should be particularly 
welcome to counterbalance the mainly ana- 
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lytical and psycaologically dynamic hypotheses 
of today. 

This reviewer believes such "counterbalanc- 
ing" is primarily of value in terms of histori- 
cal perspective and does not scientifically 
negate "analytical and psychologically dynamic 
hypotheses of today." Keeping this in mind, 
The Female Offender is a worthwhile addi- 
tion to all socia. science libraries. 

ARTHUR LERNER, PH.D., 
Los Angeles City College 


ELECTRONIC INSTRUMENTATION FOR THE ВЕ- 
-HAVIORAL SCIENCES, Ву С. C. Brown, Ph.D. 
and В. T. Saucer, Ph.D. (Springfield : 
C. C Thomas, 1958. $5.50.) 


A product of psychophysiologic experience, 
this small volume is a clearly written digest 
of an elimentary course in electrical theory and 
application. It is addressed to the sophisticated 
amateur. The text includes simplified ex- 
planations of recent technical advances as 
transducers and transistors, as well as circuits 
for basic instrumentation. Diagrams, appen- 
dices, and table of contents are satisfactory. 
A helpful guide in the initial development of 
an electronic-behavioral laboratory. 

Max Fix, M.D., 
Glen Oaks, L. I., N. Y. 


PSYCHOTHERAPY OF CHRONIC SCHIZOPHRENIC 
Patients. Edited by Carl A. Whitaker. 
(Boston : Little, Brown and Co., 1958, pp. 
219. $5.00.) 


The prospect of reviewing a 3-day confer- 
ence, which often extended into the wee hours 
of the morning, might in itself be overwhelm- 
ing if it were not for the inherent promise of 
help and encouragement in the treatment of 
chronic schizophrenics. The report of the con- 
ference of October 1957 is made up of a re- 
view of the 8 sessions and a summary. Each 
session is moderated by one of the participants. 
The most unusual feature of the book is its 
informality. Eight experts in the field of psy- 
chotherapy, 7 cf whom were practicing psy- 
chiatrists and one an anthropologist, were en- 
couraged to discuss in a matter-of-fact way 
their views on this subject. The interchange 
was recorded ard later reviewed by each con- 
tributor, so that spontaneity is preserved. 

The first chapter, Diagnosis and Prognosis, 
moderated by Malcolm L. Hayward of Phila- 
delphia, begins with the happy approach of 
using treatability as an operational diagnosis. 
Though Hayward is Worried lest the reader 
find this chapter confused and disorganized, 
the sophisticated student’ will have more of a 
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feelinz of amused toleration and a realization 
that others, like; himself, are overwhelmed by 
the complexities of this disease. On the basis 
of the abilities of the therapist, at least a group- 
ing of schizophrenia is deemed possible. 

The next chapter, Schizophrenie Distortions 
of Communication, moderated by Gregory 
Bateson, is a record of a lively interchange on 
the patterning of schizophrenia. It ends with 
a delightful illustration of the schizophrenic 
mother and her ‘effect upon others in her en- 
vironment. It also points up the argument 
about whether schizophrenía is an illness or a 
learned way of functioning. The mother had 
more of an effect on the narrator of the story 
than he realized. 

In the chaptér on Orality, moderated by 
Carl Whitaker, the group is unable to define 
oral deprivation; In any case, Whitaker be- 
lieves that schizophrenia is more complex than 
oral deprivation. He postulates 3 possible fac- 
tors in the etiology of this disease: (a) de- 
privation of closeness ; (b) a noxious ingredi- 
ent; (c) a lack of remedial life experience. 
All participants: agree that the therapeutic 
processes involved do not lend themselves to 

“simple technical rules." 

Anality is moderated by John Warkentin, 
who opens with; the psychotherapeutic truism 
that “replacement therapy” is not enough. Al- 
so, that both in the etiology and treatment of 
schizophrenia major factors become operative 
after the oral period of psychosexual develop- 
ment. In this section the preoccupation with 
the schizophrenogenic mother is abandoned. 
The aspects of anality-control, guilt and ag- 
gression raise the image of the father. Warken- 
tin says that it is all right to let the patient 

“win” when the ‘therapist is paternal, but that 
he should not be allowed to win when the 
therapist i is “maternal.” Allowing the patient to 
win when iie therapist is maternal may even 
increase the risk of suicide. Does indifference 
in the therapist express accumulated deep 
anger and isn't it expressed exactly the same 
way 25 indifference in the schizophrenic pa- 
tient ? The etiology of schizophrenia then does 
not only Череп on the failure of feeding by 
the mother, but also on the failure of the 
father to assume his masculine control The 
therapist must first establish a firm masculine 
contact to overcome the patient’s stubbornness. 
The patient then represses to an oral level 
where he can accept the therapist’s maternal 
function. There аге advantages of multiple 
therapy and group therapy in this connection. 
Also, flatness and indifference on the part of 
either the patient or the therapist represents 
an impasse in treatment. 
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Family and Sexuality is moderated by Don 
Jackson. Malone makes a statement that the 
amount of milk varies with the extent aud 
openness with which the male expresses his 
love for the female which, if substantiated, 
would be the real proof that the father plays 
a leading role in the production of schizo- 
phrenia. All agree that the success of therapy 
of schizophrenia usually requires that the thera- 
pist be family-oriented rather than patient- 
oriented. If the patient is living with his par- 
ents, it usually will be necessary to include 
them in some form of psychotherapy. 

Counter-transference is moderated by Thom- 
as P. Malone. “The kind of person who psy- 
chologically treats schizophrenia is apt to be 
the kind of person who has available the kind 
of feelings that are apt to make the patient 
accept these feelings as being true; second, 
the intensity of the patient’s need for such 
feelings and juxtaposition of these two things 
creates the phenomenon.” Growth, or possibly 
a change in the personality of the therapist, 
occurs in the treatment of schizophrenic pa- 
tients. The therapist tends to grow in areas 
parallel to those in which the patient grows. 

The chapter on Management of the Patient 
is moderated by John N. Rosen. He is opposed 
to hospital treatment “currently” because they 
cannot offer the patients the enormous amount 
of individual therapy they require. Also, in 
hospitals there are antagonisms, hostilities and 
jealousies that make friction and intolerance. 
This interferes with the individual attention 
to the patient. 

Family Management is moderated by Ed- 
ward Taylor, who points out that all mental 
illness develops in a family and is present in 
several members of the family. The partici- 
pants agree that to treat a psychotic patient 
one must also treat his reactions to members 
of his family and forces within the family 
that produce the psychosis. The corrective 
forces that ‘they recommend are as follows: 
1. Provide maximum freedom for the patient, 
psychologically, 2. Provide maximum security 
for his physical care. 3. Provide maximum 
honesty and predictability in the patient’s 
treatment world, that is, protecting him from 


counter-transference with people working . 


around him which might make him feel con- 
fused and betrayed in this world. 

The emotional climate of tolerance, which 
is so necessary for the patient to be able to 
experience his own anxiety and anger, is well 
illustrated by these sessions where 6 of our 
colleagues met in mutual tolerance and frank- 


roach, it was very helpful to me. It stimu- 


pa While some may be puzzled by this ap- 
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lated my therapeutic efforts in both individual 
and group treatment. It has been an а: in 
teaching and supervision. Congratulations to 
the editor and his co-authors! 
DoNALD A, ЅнНАЗКАХ, M.D., 
Veterans Administration, 
San Francisco, Calif. 


Economics or MENTAL ILLNESS. By Rashi 
Fein, Ph.D. (New York : Basic Books, Inc., 
1958, pp. 164. $3.00.) 


This is the second report of the Joint Com- 
mission on Mental Illness and Health. In it 
Dr. Fein, an economist, estimates as accurately 
as available data allow, the total annual cost 
of mental illness in the United States. The 
total cost is calculated by the addition of two 
factors, the direct and indirect ccsts. The direct 
costs are the actual public and private ex- 
penditures for the care of the mentally il] plus 
the cost of scientific research in this field. 'The 
indirect costs include the hidden expenses of 
mental illness, the lost production, lost income, 
and loss of future earnings. 

Unfortunately the validity and pertinence of 
the data used in this task vary enormously, No 
one “typical” year can be selected because 
important data are not equally available for 
every year. Hence information is culled from 
sources ranging in dates from 1949 to 1957. 
During even this relatively short span it is 
certain that costs of care have gore up and 
that prognostic outlook for patients under —eat- 
ment has changed. Inevitably too, in arriving 
at the best guess of total costs certain very 
accurate and precise figures must be added to 
those for which the accuracy is very dou-tful. 

In spite of these difficulties, which of czurse 
are freely admitted, Dr. Fein is able to esti- 
mate that as a basic minimum, the United 
States is spending 1.7 billion dollers a year 
in direct costs and .7 billion in indirect costs. 
And this does not include the cost of treatment 
of mentally ill patients by general practitioners 
and internists. If this and certain other omitted 
categories were included the total estimate 
would certainly amount to more than 3 ЕЛНоп 
а year. 

The value of this study lies in the clear 
analysis of the methods of computing from in- 
adequate data a figure which has some sig- 
nificance relative to other major public and 
private expenditures—education for example, 
or alcoholic beverages. Dr. Fein »oints out 
that in the last analysis the public must de- 
cide what it will spend money on. Obviously 
it cannot afford to buy everything it wants. 
The decision as to whether a large part o£ the 
national income will he spent on mental ill- 
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ness and health or on alcohol or motor cars 
is a matter of public values. The nation can 
afford to spend more on mental illness if it 
spends less on something else. The investment 
of more money in direct costs may reduce the 
indirect costs to the point where the total bill 
is reduced. 

Suggestions as i what should be done in 
order to make an accurate accounting of the 
costs of mental illness possible are included in 
: the study. 

For those interested in the statistical di- 
mensions of mental illness, this is an excellent 
report and a valuable reference. 

J. D. GurrriN, M.D., 
General Director, 
Canadian Mental Health Association. 


А Техтвоок in HonscHaCH Test Dracnosis. 
By Ewald Bohm, Ph.D. Translated by Anne 
G. Beck, M.A. and Samuel J. Beck, Ph.D. 
(New York : Grune and Stratton, 1958, pp. 
322, $7.75.) 


Doctor Bohm, a keen exponent of the Ror- 
schach as a clinical tool, gives us a complete 
description of present European principles and 
practices as regards this instrument. 

Students will welcome the reformulation of 
principles of personality vital toward under- 
standing the rationale of the Rorschach. This 
is done with regard to types of personality in 
relation to clirical pictures. There is also a re- 
freshing exposition on the meaning of separate 
variables, more fully than this reviewer has 
hitherto seen in the English literature. 

The Becks have done an excellent job in 
translating this volume from the German. Read- 
ers will also profit from the various interpreta- 
tive leads, points of departure for research and 
coverage of the literature. 

ARTHUR LERNER, PH.D., 
Psychology Department, 
Los Angeles City College. 


Hereprry CouNsELING. Edited by Helen С. 
Hammons. (New York: Paul B. Hoeber, 
Inc., 1959, pp. 112. $4.00) 


In the whole of the United States there are 
only about 20 institutions to which the individ- 
ual in search of genetic counseling can go for 
advice. The truth is that everyone contem- 
plating marriage and the raising of a family 
requires some help in resolving questions of 
heriditary transmission, for human beings are 
the carriers of many deleterious genes, and 
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the ' noia? fitness of a population is simply, 
as Dobzhansky: and Wallace have pointed out, ` 
an average expression of a multitude of geno- 
types all in with deleterious recessive 
genes. 

If the бех of human beings is to be 
improved, some attention should be given to 
the problems which are likely to arise in a 
system characterized by random mating such 
as ours. Philosophers are not yet kings, and 
even geneticists don't know a large number 
of the answers to the questions they are 
asked, but oné thing is certain, and that is, 
that many tragedies could have been avoided 
for countless numbers of human beings, had 
heredity counseling been available to them. 

In the present small volume, 17 experts with 
experience in 'heredity counseling pool their 
knowledge, and underscore the importance of 
an area of theory and practice which sorely 
needs development. The volume, which is 
issued under.the auspices of the American 
Eugenies Society, contains several original 
contributions, in addition to the more general 
discussion of the structure and functions of 
a heredity counseling service. 

AsHLEY Montacu, Рн.Ш., 
Princeton, N. J. 


—— Ku a ee 


CLINICAL NEUROANATOMY, NEUROPHYSIOLOGY 
AND NeuroLocy. With a Method of Brain 
Reconstruction. By Louis Hausman. 
(Springfield, Ill. : Charles C Thomas, 1958. 
$9.75.) | 


This work represents a concise, integrated 
and comprehensive approach to clinical neuro- 
anatomy, neurophysiology and neurology. 
Based upon amplification of the method of 
teaching originally described by Adolf Meyer, 
it combines the study and simultaneous recon- 
struction of a three dimensional model of the 
nervous system. The text is illustrated by plates 
and tables and is to be employed in con- 
junction with the authors Atlases 1 and 2 
published by Charles C Thomas. The material 
presented has ‘been used for many years at 
Cornell University Medical College and New 
York University Medical College. The author's 
efforts to integrate basic science with clinical 
application have been successful. The type is 
clear, the style lucid and the presentation logi- 
cal. This book should be useful to teachers and 
students of neurology, neuroanatomy, and 
neurophysiology. 

Тонм B. Dovre, M.D., 
Los Angeles, Calif. 
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Teé.control agitation—a symptom that 
.cuts across diagnostic categories 
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Thorazine’, a fundamental drug іп 


brand of chlorpromazine 
psychiatry -Because of its sedative effect, 'Thorazine' is 
especially useful in controlling hyperactivity, irritability and hostility. 
And because 'Thorazine' calms without clouding consciousness, 


. the patient on ‘Thorazine’ usually becomes more sociable and more 


œ receptive to psychotherapy. 


| SMITH 
F^ al fy leaders in psychopharmaceutical esearch KLINE & 
FRENCH - 
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-cotitrols 
.7 the acute 
psychotic episode 


elicits continuing 
cooperation 


promotes 
accessibility 








LITERATURE SUPPLIED ON REQUEST 


Sparine 





HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


References: 1. Frain, M.K.: J, Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. 2. Graffeo, A.J.: New 
York State J. Med. 58:2056 (June 15) 1959. 
3. Lesse, S.: Am. J. Psychiat. 113:984 (May) 1957. 


Wyeth Laboratories, Philadelphia 1, Pa. 





A Century of Service to Medicine 





An Interdisciplinary Approach 


ALCOHOLISM 


Proceedings of the First Annual Conference 
on Community Mental Health 
Soctal Science Institute 


Washington University 


e For academic personnel interested in research 
on alcohol and behavior 


e For applied and lay people interested in the 
problems of alcohol and alcoholism 


The FIRST and ONLY work in the field to provide а 
current summary of the status of research in alcoholism 
from the perspectives of psychiatry, psychology, soci- 
ology, and physiology. 


This was the first annual conference on a frontier area 
in community mental health sponsored by the Social 
Science Institute of Washington University. The book 
itself, an outgrowth of the conference, was conceived to 
serve at least two purposes: 


1. It is a statement of the present status of 
knowledge about the forces involved in the 
appearance and course of alcoholism in peo- 
ple who live in communities. 


2. It is a platform from which the research 
scientist can launch further investigation of 
this phenomenon. 


The first section contains five original papers by noted 
researchers in the field of alcohol studies. In the second 
section are five original papers prepared by interdis- 
ciplinary teams and developing new perspectives in al- 
coholism research. 


Publication date November 1959 114 pages 
$3.75 
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= COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 
RELIEVES ASSOCIATED 

PHYSICAL TENSION 

by relaxing skeletal muscle 


l 


hypothalamus 
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thalamus and 
limbic system 


О 


spinal сога 


^"Deprol 


benactyzine 4- meprobamate 





а confirmed efficacy 
= documented safety 
SUPPLIED: Bottles of 50 light-pink, scored tablets 


COMPOSITION: Each tablet contains { mg. benactyzine Hé 
and 400 mg. meprobamate 


(0) WALLACE LABORATORIES » New Вг, ING ы 


T TRADE-MARK 00-92 


poe 


METHANESULFONATE ge. Methanesulfonate) 


in all forms of parkinsonism 


e a single bedtime dose permits restful sleep... e prevents morning rigidity... e “is often sufficient 
to control symptoms for 24 hours"? 

Совемтім "will counteract rigidity, contractures, frozen states and muscle cramps better than 
any current preparation"? without drowsiness or fogginess,* and even control major tremors 
unrelieved by other medications.’ Совемтім usually permits continuation of full-strength tran- 
quilizer therapy if parkinsonian symptoms develop. And Сосемтим has not shown cumulative 
toxicity. No serious reactions have been reported even after treatment lasting as long as 
four years.’ 


References: 1. Doshay, L. J.; Constable, K., and Zier, A.: Neurology 3:360, 1953. 2. A.M.A. Council on Drugs: 
New and Nonofficial Drugs, Philadelphia, J. B. Lippincott, p. 242, 1958. 3. Brock, S., Mod.: Bull. New York 
Acad. Med. 32:202, 1956. 4. Doshay, L. J.: Parkinsonism and Its Treatment, Philadelphia, J. B. Lippincott, 
pp. 87-88, 1954. 5. Doshay, L. J.: J.A.M.A. 162:1031, 1956. 


Dosage and Administration: Recommended dosage is one-half to one tablet two or three times a day. If 
higher doses are required, the patient should be closely observed and dosage adjusted as indicated. A decrease 
in dosage is rarely necessary. Additional information on Собемтим is available to physicians on request. 


Supplied: As a 2 mg. quarterscored tablet in bottles of 100 and 1000. 
CoGeENTIN is a trademark of Merck & Co., Inc. 


Merck Sharp & Dohme DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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(9, facilitate psychotherapy in the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with PROZz:NE 
is often advantageous. In reporting on 176 disturbed children who received PROZINE, 
Ehrmantraut et al.’ found that 85.8 per cent showed moderate to marked improve- 


ment in behavior reactions and adjustment to institutional care. 


PnoziNE, designed for the treatment of moderate to severe emotional disturbances, 
helps control psychomotor agitation as well as anxiety and tension. 


1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


*Trademark e 


90% of anxious, agitated 

and apathetic office patients 
calmed without drowsiness 
and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


Fluphenazine dihydrochloride 


In Anxiety and Anxiety-induced Depression 


"In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent." 1 


m in 608 patients with anxiety and anxiety-induced fatigue 
or depression, PERMrTIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 9047.2 


ш PERMITIL is virtually free from side effects at recom- 
mended dosage levels. 

и Patients become calm without being drowsy and normal 
drive is restored. 

m Onset of action is rapid; effect is prolonged. 


ш PrnwrrIL does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 


How to prescribe PERMITIL: The lowest dose of PERMrTIL that will pro- 
duce the desired clinical effect should be used. The recommended dose 
Гог most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 
such patients, the total daily dose may be increased to a maximum of 
2 mg., given in divided amounts. Complete information concerning the 
use of PERMITIL is available on request. 


SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, F. J., Jr.: Current Therapeutic Research 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 
White Laboratories, Inc. 
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in your 
_ depressed | 
patent 


a true antidepressant 


emove the depression with new X | ( | : 


brand of phenelzine dihydrogen sulfate ө 


ipidly effective — antidepressant response corrective—helps remove the depression, 
ten within a few days» complete remission rather than merely masking the symptoms... 
ually within 2 to 6 weeks, in 4 out of 5 restores the mild-to-deeply depressed patient 
tients." d without institutionalization and without re- 
м toxicity —no significant reports of tox- course to ECT in most cases." 





INDICATIONS: Mild to severe depressions, depressions 
associated with chronic diseases such as angina pec- 
toris and rheumatoid arthritis. Improves the depressed 
phase of affective (manic-depressive) psychosis, and 
relieves the depression of catatonic schizophrenics, al- 
though not affecting the psychosis per se. SIDE EFFECTS: 
Occasional postural hypotension and infrequent nau- 
sea, ankle edema, delayed micturition or constipation 
are managed by appropriate adjunctive therapy, or 
dosage reduction. DOSAGE: One tablet three times а 
day. After remission, reduce to a maintenance level of 
1 or 2 tahlets a day. SUPPLIED: Orange-coated tablets, 
each ‘containing 15 mg. of phenylethylhydrazine pres- 


ent as the dihydrogen sulfate. Bottles of 100. CAUTION: 
Nardil should be withheld or used with extreme cau- 
tion where the patient has a history of liver disease or 


liver damage is present. Hvpotensive patients should 
g ] | 


be under close medical supervision. 


80:780, Art. 3 (Sept. 
1) 1959, 


REFERENCES : 1. Sainz, А.: Ann. New York Acad. 5‹ 
17) 1959. 2. Thal, N.: Dis. Nerv. System 20:197 (May. Pt. 
З. Saunders, J. C., Kline, N. S., et al.: Ат. J. Psychia:. 
116 :71, 1959. 4. Arnow, L. E.: Clinical Med. 6:1573, 
1959. 5. Dickel, H. A., et al.: Clinical Med. 6:157 . 
1959. 6. Dunlop, E.: Rhode Isignd M. J. 42 556, 1659. 
7. Sainz, А.: Dis. Nerv. System 20:537, 1959. 8. Sar- 
wer-Foner, С. J., et al.: Canad. M.A.J. (in press) 
1959. 9. Hobbs, L. Е: West Virginia M. J. (in press) 
1959. 10. Dunlop, E. : Dis. Nerv. System (in press) 1659, 
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Stelazine 


brand of trifluoperazine 


to help you reach 
the chronic psychotic 


Because of its clinically demonstrated еНес- 
tiveness in the treatment of chronic psychotics, 
'Stelazine' therapy should be tried for such 
patients, no matter how discouraging the re- 
sults of previous therapies may have been. 


an awakening effect 


Allen! reports that ‘Stelazine’ had an awaken- 
ing effect on chronic patients. "who had 
previously been lacking ambition, initiative, 
or interest in their surroundings." 


delusional and hallucinatory 
trends alleviated 


‘Stelazine’ also *'alleviated delusional and hal- 
lucinatory trends and facilitated communica- 
поп and psychotherapy. . . . То appreciate 
the significance of this progress, it must be 
remembered that these patients had spent 
years on closed wards, beyond the reach of any 
available form of therapy." 


1. Allen, V. 5.; Trifluoperazine in the Treatment of Drug-Resist- 
ant Schizophrenics, J. Clin. & Exper. Psychopath. 20:247 (Sept. ) 
1959. 
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Today she is a babysitter— with her own 
grandchildrer. Yet even a generation before 
she might never have known the joys of 
marriage and family. Here is a story shared 
by thousands who lead active lives today 
because of modern anticonvulsant therapy. 
Rarely has the progress of medicine touched 
so many lives with such drama and humanity. 
Presented here are five distinguished 
anticonvulsants. They can help you give the 
most precious of all gifts: a normal life. 


Anticonvulsants by Abbott 
PEGANON E? (Ethotoin, Abbott) —A 


hydantoin of exceptionally low toxicity. Indicated 
for grand mai and psychomotor seizures. 
PHENURON E? (Phenacemide, Abbott) — Often 
effective when other agents fail. For grand mal, 
petit mal, psychomotor and mixed seizures. 
GEMONIL® (Metharbital, Abbott) —Relatively 
non-toxic. For grand mal, petit mal, 

myoclonic and mixed seizures symptomatic 

of organic brain damage. 

TRIDIONE® (Trimethadione, Abboit) 
PARADION E* (Paramethadione, Abbott) — 
Homologous agents. Afford symptomatic control | ABBOTT 
_of petit mal, myoclonic and akinetic seizures. | 
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brand of biperiden 


PARKINSON'S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia —- akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyrie 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
. lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


"o seduce i sees СУ 
KNOLL PHARMACEUTICAL COMPANY • S,E ^, S.E 


(formerly Bilhuber-Knoll Corp.) 
a En 
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Lift the depression with Marplan. Therapeutically, 
Marplan is a new, more active amine oxidase regulator. 
Clinically, it is safer. Medically, it represents a major 
breakthrough in the chemotherapy of depression. 
Marplan has been evaluated by some 300 investigators 
who reported its use in more than 4000 patients. Re- 
sults have been impressive — frequently dramatic, and 
side effects have been markedly fewer and less severe. 
Indications range from moderate to severe psychiatric 
disorders with associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable as an 
adjunct in psychotherapy to facilitate the patient's re- 
sponsiveness. Complete literature giving dosage, side 
effects and precautions is available upon request and 
should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, G. F. Hess and M. G. Hoermann, 
Dis. Nerv. System, 20:269, 1959. 2. W. B. Abrams, A. Bernstein, V. D. 
Mattia, Jr., R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 3. Re- 
ports on file in the Department of Pharmacology, Roche Laboratories. 
4. Clinical reports on file, Roche Laboratories. 5. L. O. Randall and R. E. 
Bagdon, Dis. Nerv. System, 19:539, 1958. 6. W. Hollander and R. W. 
Wilkinson, in J. H. Moyer, Ed., Hypertension, Philadelphia, W. B. Saun- 
ders Co., 1959, p. 399. 7. R. W. Oblath, paper read at American Therapeu- 
tic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
8. 1. Kimbell, paper read at Cooperative Chemotherapy Studies in Psy- 
chiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 
1959. 9. L. Alexander and S. В. Lipsett, Dis. Nerv. System, 20(Suppl.):26, 
1959. 10. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:(3), 820, Sept. 17, 1959. 11. S. L. Cole, paper read at American Thera- 
peutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
12. L. O. Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, 
Ill., May 8, 1958. 13. O. Resnick, Ann. New York Acad. Sc., 80:(3), 726, 
Sept. 17, 1959. 14. G. Zbinden and A. Studer, ibid., p. 873. 15. T. R. Robie, 
Dis. Nerv. System, 20:182, 1959. 
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ROCHE 


LABORATORIES 


MARPLAN ':"* —1-benzyl-2-(5-methyl-3-isoxazolylcarbonyl)hydrazine ROCHE® 
Division of 
Hoffmann-La Roche Inc. 


_ Marplan : 


achieves a happy W balance of potency/safety 
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hrouGh the CEentuRies, 

one of the areas 
Most inaccessible TO TREATMENT 
has Been OEPRESSION. 


For the modern treatment of depression 





у, А new drug from Pfizer research 
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NIAMID 


brand of nialamide 


a specific for depression 


When NIAMID is used as an adjunct to psychiatrie procedures, patients 
become more accessible and more manageable. 


* Clinically effective in a broad range of depressive syndromes including: involutional 
melancholia, reactive depression, depressive stage of manic depressive or schizophre- 
nic reaction, senile or arteriosclerotic depression, postpartum depression. 


* Frequently effective in regressed patients in whom other therapy has failed. 
* Favorable behavioral changes reduce the need for electroshock therapy. 


e А high degree of safety already proved in several thousand patients—NIAMID hes not 
been reported to cause jaundice, agranulocytosis, Parkinson-like extrapyramidal 
symptoms or visual disturbances, and hypotensive effects have rarely been roted. 


* Side effects are infrequent and mild, and often lessened or eliminated by a reduction 
in dosage. 


DOSAGE: Start with 75 mg. daily in single or divided doses, and adjust according zo patient 
response. NIAMID acts slowly, without rapid jarring of physical or mental processes. While 
some patients respond to NIAMID within a few days, most require at least two weeks before 
gaining full therapeutic benefit. Other patients may need a longer period of therapy. In 
chronically depressed or regressed psychotics, prolonged administration of larger doses may 
be required (as much as 450 mg. daily has been used). 


PRECAUTIONS: NIAMID has not been reported to cause jaundice; however, in patients with a 
history of liver disease, the possibility of hepatic reactions should be kept in mind. 


SUPPLY: NIAMID is available as 25 mg. (pink) and 100 mg. (orange) scored tablets. 


Already clinically proved in several thousand patients — 


References: 1. Alexander, L., and Lipsett, S. R.: Dis. Nerv. System 20 (Suppl.) :26 (Aug.) 1959. 2. Ауа, Е., Jr., Biancc, E., and 
Zullo, L.: Dis. Nerv. System 20 (Suppl.) :34 (Aug.) 1959. 3. Ayd, Е. J., Jr.: Clinical Medicine 6:1569 (Sept.) 1959. 4 Bloom, 
В. M., et al.: Presented April 1959 Meeting of the American Chemical Society. 5. Bloom, B. M., et al.: Dis. Nerv. System 
20 (Suppl.) :10 (Aug.) 1959. 6. Delahunt, C. S.: Presented April 1959 Meeting of the Federation of American Societies for Ex- 
perimental Biology. 7. Feldman, P. E.: Dis. Nerv. System 20 (Suppl.):41 (Aug.) 1959. 8. Freed, H.: Dis. Ne-v. Srstem 20 
(Suppl.):32 (Aug.) 1959. 9. Goldman, D.: Dis, Nerv. System 20 (Suppl.) :45 (Aug.) 1959. 10. Johnson, J. A., Jr.: Dis- 
Nerv. System 20 (Suppl.):50 (Aug.) 1959. 11. Kline, N. S.: Dis. Nerv. System 20:482 (Oct.) 1959. 12. Mourato, С. J., 
Grossman, A. J., and Batterman, R. C.: Dis. Nerv, System 20 (Suppl.):38 (Aug.) 1959. 13. Parker, S.: Dis. Nerv. System 
20:113 (Nbv.) 1959. 14. Pfeiffer, C.: Dis. Nerv. System 20 (Suppl.) :16 (Aug.) 1959. 15. Proctor, R. C.: Dis. Ne-v. System 20 
(Suppl.) :53 (Aug.) 1959. 16. Robie, T. R., Wroblewski, F.. and Albano, E.: Dis. Nerv. System 29 (Suppl.) :18 (Aug ) 1959. 
17. Rowe, К. P., et al.: Proc. Soc. Exper. Biol. & Med., in press. 18. Rowe, В. P.: Dis. Nerv. System 26 (Suprl.):5 (Aug.) 
1959. 19. Rowe, К. P., et al.: Fed. Proc. 18:441, 1959. 20. Schneider, J. A., and Р’ап, S. Y.: Presented June 1959 Meeting 
of the Society of Biological Psychiatry, Atlantic City, N. J. 21. Shipley, T.: Dis. Nerv. System 22 (Suppl.) :55 (Aug) 1959. 
22. Smith, J. A.: Dis. Nerv. System 20 (Suppl.):47 (Aug.) 1959. 23. Udenfriend, S.: Dis. Nerv. System 20 (Suppl.):14 
(Aug.) 1959. 24. Vaisberg, M., et al.: Dis. Nerv. System 20 (Suppl.):22 (Aug.) 1959. 25. Wolffe, J. B., and Shutin, H.: 
Clinical Medicine 6:1563 (Sept.) 1959. 
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A Professional Information Booklet giving detailed information on NIAMID is available cn request. 
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Coming m May—a new book which provides 
a systematic framework for the analysis and better understanding 
of language and the higher mental processes in general 


-LEARNING THEORY AND THE SYMBOLIC PROCESSES 


By O. Hobart Mowrer, University of Illinois. During the past decade, few de- 
velopments in the behavioral sciences have been so striking and significant as those 
pertaining to the symbolic processes. This book describes and interprets these 
developments. The special idea which emerges is that of imagery and, with it, 
the whole domain of cognitive (symbolic) processes and consciousness. Among 
the book’s special features are: 


e Is built upon, and articulates with, a sound and comprehensive system of be- 
havior theory (Learning Theory and Behavior). 


ө Gives an unusually comprehensive account of mediational processes—in relation 
to so-called latent learning. 


Contains a superior conception of language learning—the autism theory. 
Offers the only extensive account of what may be called sentence psychology. 
Relates the discussion to servo-theory and cybernetics. 


Gives a full discussion of the representational theory of thought. 
Ready May 1960. Approx. 416 pages. Prob. $6.95. 


Ready next month—the companion volume 


LEARNING THEORY AND BEHAVIOR 


By O. Hobart Mowrer. The scientific developments which are antecedent to those 
delineated in Learning Theory and the Symbolic Processes are described in this 
book. Using a predominately historical and analytical approach, Dr. Mowrer ex- 
amines both research and conjecture in a broad context and makes use of many 
new experimental findings not available to earlier system makers, Nevertheless, he 
draws extensively upon the theories of others, reshaping and reinterpreting them 
to develop a new, over-all system with greater scope and power than previously 
achieved. 1960. Approx. 520 pages. Prob. $5.75. 


Check also— 
THE NEUROCHEMISTRY 
OF NUCLEOTIDES AND AMINO ACIDS 


Edited by Roscoe O. Brady and Donald B. Tower, both of the National Institute 
of Neurological Diseases and Blindness. This volume contains the papers and full 
discussions of a symposium organized by the Section on Neurochemistry of the 
American Academy of Neurology under the sponsorship of the Council of the 
National Institute of Neurological Diseases and Blindness. It was prepared to 
provide research workers with an accurate and convenient reference to the roles 
and metabolism of nucleotides and amino acids in the central nervous system, and 
to acquaint them with problems under investigation and still unsolved. 1960. . 
Approx. 260 pages. Prob. $9.50. 


Send for examination copies. 
40 P A 
JOHN WILEY & SONS, Inc. * ариг, 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation — A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies * Large Staff 
Trained for Team Approach * Supervised Recreational Program 





Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA • VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospita s 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 










Founded in 1904 


HIGHLAND HOSPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 

Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 
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A DYNAMICALLY ORIENTED HOSPITAL FOR THE 


TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES ~ 


* - 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited 





An Integrated Approach to... 


SCHIZOPHRENIA 
Edited by ALFRED AUERBACK, 
University of California School of Medicine 


Sponsored by the American Psychiatric Аз- 
sociation, this book provides an authoritative 
survey of recent progress in the understanding 
and treatment of schizophrenia. Integrates 
research findings of psychiatrists with those of 
anthropologists, ethnologists, and sociologists 
in the fields of communication and intra- 
family relationships. Covers latest psycho- 
therapeutic techniques; reviews Russian de- 
velopments in neurophysiology; outlines cur- 
rent biochemical studies on taraxein; appraises 
the narcoleptic drugs used in the treatment of 
schizophrenia; etc. 1959. Illus., 224 pp. | $5.50 


CLINICAL STUDIES in 
CULTURE CONFLICT 
Edited by GEORGENE SEWARD, 
University of Southern California 
An invaluable casebook by the author of 
PSYCHOTHERAPY AND CULTURE СОМ. 
FLICT. Discusses cultural disturbance prob- 
lems in patients from 5 ethnic sub-cultural 
groups. 25 Contributing authorities. 1958. 22 
ills., 587 pp. $7 


THE RONALD FRESS COMPANY 
15 East 26th Street, New York 10, N. Y. 








ONE OF 14 UNITS 


CARE and TRAINING for the 
MENTALLY RETARDED CHILD 


The Training Schooi at Vineland provides care and 
treatment for boys and girls 2 years or older with 
mental potential of 6 years. Complete professional 
staff. Electroencephalographic, and neurological ex- 
aminations, individual psychiatric, psychological, 
physiological, and speech observations and thera- 
pies. 


SIX COMPREHENSIVE PROGRAMS: 


® Observation and © Residential Supervision 
Diagnosis € Summer Program 

© Education and Training 9 Psychiatric Treatment 

® Custodial Care Center 


The educational program aims at maximum devel- 
opment of each child. Training includes self-care; 
group living; formal classroom education; develop- 
ment of practical habits, attitudes and work skills. 
Children live їп homelike cottages on 1600-acre 
estate. School, hospital, chapel, swimming pools, 
lake, working farm. The Training School Research 
Laboratory is famed for continuous study of causes, 
prevention and treatment of mental retgrdation. 
Established 1888. For information write: Registyar, 


Box N. 
THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and 
treatment of the mentally retarded 


HALL-BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
M.D. Peter P. Barbara, Ph.D. 


uuu UM UM AE 





THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 





Гигес Frances M. King, formerly Director of the Seguin School References 
irectors / Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 








THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic. 
and college entrance courses from grade seven through high school. The school is accred:ted by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as а person, adjusting 
and maturing his personality is a primary aim. 


V. V. ANDERSON, M.D., LL.D., Director 


For further information write to 
LEWIS H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 











The Children's Service 


Outpatient consultation, evaluation and treat- 











ROBERT E. ment for infants and children of grade school to 
SWITZER, M.D. 


" ‚а | 
DIRECTOR 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 





The Menninger Clinic 


*roPEKA, KANSAS 
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REITER MOL-AC II 
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SAFE 


The Mor-4c п provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE | 


Clinical results have been uniformly excellent. 
Side effects are automatically reduced. The 
MOL-AC II is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The Mor-ac ir provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
Мог-АС m is ready for immediate use. The 
Мог-АС П has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician's bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads /п progressive research. 


OFFICIALLY APPROVED INSTRUMENT 
WHICH HAS ALSO WON POPULAR /APPROVAL. 


REUBEN REITER, Se.D. 
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JOSIAH MACY, JR. FOUNDATION 


Announces the publication of 


THE CENTRAL NERVOUS SYSTEM AND BEHAVIOR 


Transactions of the Second Conference 
Edited by Mary A. B. Brazier, Neurophysiological Laboratory 
Massachusetts General Hospital 


Published with the cooperation of the National Science Foundation, this volume contains 
valuable material on the limbic system with respect to two basic life principles, the 
hippocampus and higher nervous activity, reversible decortication and behavior, electro- 
encephalographic studies in conditional reflex formation in man, as well as some impressions 
of the Colloquium on Electroencephalography and Higher Nervous Activity held in Moscow, 
USSR, October, 1958. 

342 pages, 87 illustrations, 2 color plates, | table, bibliography, index 


NEUROPHARMACOLOGY 
Transactions of the Fourth Conference 
Edited by Harold A. Abramson, Biological Laboratory, Cold Spring Harbor, 
and State Hospital, Central Islip, New York 


The effect of respiratory poisons and anoxia on Siamese fighting fish in relation to 
LSD-25 reaction, clinical studies with taraxein, "stop" and "start" systems, and some 
relations between chemical structure and physiologic action of mescaline and related 
compounds, are some of the topics discussed in this stimulating volume. 

268 pages, 48 illustrations, 12 tables, index 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
16 WEST 46th STREET, NEW YORK 36, NEW YORK 


Please make checks payable to Josiah Macy, Jr. Foundation 
А catalog of all transactions in print will be sent upon request 


ATTENTION...... 


Extension of the reduced subscription rate of $5.00 (less than 
one-half the regular rate) for the AMERICAN JOURNAL OF 
PSYCHIATRY has been authorized to include medical stu- 
dents; junior and senior internes; first, second, and third year 
residents in training; and graduate students in psycho.ogy, 
psychiatric nursing, and psychiatric social work. 

In placing your order, please indicate issue with which 


subscription 1$ to start. 


Send. subscriptions to: 


| THE AMERICAN JOURNAL ОЕ PSYCHIATRY 


1270 AVENUE OF THE AMERICAS NEW YORK 2C, NEW YORK 
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What is the effect on man of ‚ 8 


The Undirected Society? Up 


SIR GEOFFREY Vickers’ book, The Undirected Society, makes a contribution 
to the literature exploring the effect of our society on the lives of the people 
at the mercy of its rules. It deals specifically with the impact of rapid indus- 
trialization on the well-being of the individual and is inspired by the belief 
that ordinary men and women need new concepts to make sense of their new 

e and threatening situation and that these concepts are waiting to be won by 
a common effort. 


THE DISTINGUISHED AUTHOR acted as consultant to the project, Man and 
Industry, held at the University of Toronto in the years 1957-58, which brought 
together more than a hundred prominent Canadians from business. govern- 
ment, organized labour, the professions, and the social sciences. Sir Geoffrey is 
a member of Britain's Medical Research Council and chairman of the research 
committee of the Mental Health Research Fund. 


THE PAPERS INCLUDED in the volume raise questions about human initiative and 
human valuation which challenge our understanding of the world we live in 
and of the processes of government— political, economic and secial—which rule 
us and which we claim to rule. 162 pages $4.50 


Obtainable from your bookstore or direct from 


түүт ` тте ate U. 5. Customers Note: 
UNIVERSITY OF TORONTO PRESS. IS en 
Toronto 5, CANADA Books shipped from New York 









ATTENTION 








Extension of the reduced subscription rate of $5.00 (less than one-half the 
regular rate) for the AMERICAN JOURNAL OF PSYCHIATRY has been 
authorized to include medical students; junior and senior internes; first, second, 
and third year residents in training; and graduate students in psychology, 


psychiatric nursing, and psychiatric social work. 
In placing your order, please indicate issue with which Subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF PSYCHIATRY е 


1270 AVENUE OF THE AMERICAS NEW YORK 20, NEW YORK 
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SANITARIUMS and PRIVATE HOSPITALS 





BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georcetown. Mass. 






Located in the bills of Essex County, 30 miles nortb of Boston 





For the treatment of 





\ psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 





Harry C. SOLOMON, M.D. GEORGE M. SCHLOMER, МО. e 
Consulting Psychiatrist Medical Director 








THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JAMES Brany, М. D., Medical Director 
C. F. RICE, Superintendent 


FRANCIS A. O'DoNNELL, M. D. RICHARD L. CONDE, M. D. 
ROBERT W. Davis, M. D. Н. C. Hosss, Ph. D. Clinical Psycholcgy 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 


therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


MAfair 2-1200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision end guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. Н. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 


XLV 





COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — МЕ 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment . . . . .. Serving the Los Angeles Area 
Fully Approved by Central luspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. CRESWELL Burns, M.D. HELEN Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporoted 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscan ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HICHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. Ап active therapy program 
and diversified buildings permits classification of patients. 
Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 
Member М.А.Р.Р.Н. 
fully approved by Central Inspection Board of APA 
accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. PERCY E. RYBERG, M. D. 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. О. Worrz, M.D. RALPH S. GREEN, М.О. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


» 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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ә WINDSOR HOSPITAL Established 


rs 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


“А hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


V 
Монм Н. NICHOLS, M. D. С. PAULINE WELLS, Б. М. HERBERT A. SIHLER, JR. 
7 Medical Director Administrative Director Secretary 


M BER: American Hospital Association  - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospizals EJ 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 Avenue of the Americas 

New York 20, N. Y. 

WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY = 5.11... B. ida 
1270 AVENUE OF THE AMERICAS, ROOM 1817 Date 
NEW YORK 20, NEw YORK 
Enclosed herewith is $ ............ for one year's subscription to the AMERICAN JOLRNAL 
OF PSYCHIATRY beginning with Volume ............ Number ........ 
aam hn P EC ERU | 
ы Print 

- › EE oido DG ERR УГ Г Л ТТТ РОИ. 

SIGNATURE 


Sb dl d Жс ee Е ТГ РСЕ... 7 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra Canada and South 
America Postage $.50 extra. New Volume began July 1959 issue. 


Е ОЕ 


s 
XLVII 





. Series E Bonds ^ 


turn ‘ISZ into*2599 
fourteen months quicRer 
than ever before 


Here are three new reasons why to- 
day's Savings Bonds are the best 
ones in history: 

1. Every Bond bought since June 1, 
1959. earns 3346 interest when held 
the full term. Series E Bonds now 
mature in 7 years, 9 months —four- 
teen months faster than ever before. 

2. Your older Bonds now earn more— 
an extra 59 from June І on, until 


/ & 


inaturity. 

3. All Series E Bonds, old and new, 
carry an automatic extension privi- 
lege now. This means they'll auto- 
matically keep earning liberal in- 
terest for 10 years beyond maturity. 

You get these new advantages, plus 

complete safety, guaranteed return, 

and protection against loss or theft. 

And, you can buy Bonds automati- 

cally through the Payroll Savings 

Plan at work. Plan to start saving 

with U.S. Savings Bonds now. 


YOUR MONEY GROWS 331 % IN JUST 7 YEARS 
AND 9 MONTHS WITH NEW SERIES E BONDS 








YOU SAVE MORE THAN MONEY 


with U.S. Savings Bonds 


- x 


The U.S. Government does not pay for this advertising. 'Тһе Treasury Department thanks 
e ^ Advertising Council and this magazine for their patriotic donation. 


kr 





| | XLVIII 


V 
Dexedrine’ —one of the first psycho- 


otor stimulant-antidepressants— 
helps provide rapid symptomatic relief 
of psychomotor inhibition. The charac- 
teristic effects of 'Dexedrine' include 
a restored sense of energy and an 
increase in verbal response and phys- 


ical activity. 





DEXEDRINE SPANSULE” 


brand of dextro amphetamine brand of sustained release capsules 





5 mg., 10 mg. and 15 mg., in bottles of 30 
and 250 capsules 


INTEGRATED SERVICES 


THE SLOW-LEARNER ot the child with emotional diffi: J 


culties needs the resources of an organization that has many 
different approaches to the problems involved. Through the 
Devereux multidisciplined approach, the psychiatrist, the phy- 
sician, the psychologist, the educator, and the rehabilitation 
specialist pool experiences to give each boy and girl the en- 
vironment and training best designed to meet his individual 
needs. Students are assigned to one of twenty-two semi-au- 
tonomous residential schools in Pennsylvania and similar 
groups in California and Texas. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Lance Wright, M.D. 
Edwin H. Abrahamsen, M.D. F. Ellsworth Henry, S.T.D. 
Aurelio Buonanno, M.D, Milton Brutten, Ph.D. 
Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 
Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D. 
William F. Haines, M.D. Michael B. Dunn, Ph.D. 
Robert L. Hunt, M.D. Shirley M. Jahnson, Ph.D. 
Richard H. Lambert, M.D. John R. Kleiser, Ph.D. 
Leonardo Magran, M.D. Murray Levine, Ph.D. 
Joseph J. Peters, M.D. Henry Platt, Ph.D. 
Alvis J. Scull, M.D. Edgar A. Smith, Ed.D. 
Jacob S. Sherson, M.D. George Spivack, Ph.D. 
Albert S. Terzian, M.D. Herbert A. Sprigle, Ph.D. 
Walter M. Uhler, M.D. Anne Howe, M.S. 
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relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. е 


Miltown 


meprobamate (Wallace) 


(ў) WALLACE LABORATORIES / New Brunswick, N. J. 
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Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate= 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 1 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


e. 
ROCHE LABORATORIES e Division of Hoffmann-La Roche Inc e Nutley 10, N. J. 
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To facilitate psychotherapy in the emotionally disturbed child, and to enable 


him to lead a stable life during such therapy, adjunctive treatment with PROZINE E j 
is often advantageous. In reporting on 176 disturbed children who received PRoziNE, ? 
Ehrmantraut et al.! found that 85.8 per cent showed moderate to marked improve- p 4 


ment in behavior reactions and adjustment to institutional care. 


ProzinE, designed for the treatment of moderate to severe emotional disturbances, A | 


helps control psychomotor agitation as well as anxiety and tension. ад. 
1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of lunta 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. / 


Wyeth Laboratories Philadelphia 1, Pa. 


м. 


controlled: an acute behavioral problem 





meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 





Wyeth 
, E. R 
A Century of Service to Medicine Philadelphia 1, Pa 
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became 
easily 
manageable” 


”.. Side 
effects’ 
were 
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low 
in 
incidence? 


with 
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ari al dihydrochloride 


brand of thiopropazate dihydrochloride 


7. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 








In chronic schizophrenia! 
the normalizing influefíce of 
Dartal became evident by 
a return to a quiet and 
normally active behavior, 
reduced aggressiveness and 
tension, lessened anxiety 
and delusions, and better 
subjective feeling in 81.5 
per cent of a series of 
fifty-four patients. 


All in this group had been 
refractory to shock therapy, 
hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 


Dartal was preferred by 

the patients to other 
methods of therapy because 
side actions were infrequent 
(occurring in 4 per cent); 
all side effects were 

readily reversible. 


In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 


2. Edisen, C. B., and Samuels, A. 5.: A.M.A. Arch. Neurol. & Psychiat. 80:487 (Oct.) 7958. 
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how does Mellaril differ from other potent tranquilizers? 


Mellaril 


THIORIDAZINE HCI 
_ specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 


but is virtually free of such toxic effects as 
Jaundice 


Parkinsonism 
blood dyscrasía 


dermatitis 





greater specificity of tranquilizing 
action results in fewer side effects 


Virtual freedom of Mellaril 

- from major toxic effects is 
due to greater specificity 
of tranquilizing action 
— divorced from such 
"diffuse" effects as anti- 
emetic action. 


“Thioridazine [Mellaril] is as effective as the 
best available phenothiazine, but with 
appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner."* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 


ancisco. April 6-9. 1959, 





SQUIBB ANNOUNCES 


once a day А 
dosage for э 
"^. the psychiatric 
patient 


$* Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.}.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,^ drowsi- 
ness,? agitation,” restlessness,^ and апогехіа.6 Side effects have disappeared with, 
reduced dosage or temporary discontinuance of the drug.29:6 вош is А<$ашвв TRADEMARK 


SQUIBB 


Squibb Quality- 
the Priceless 
Ingredient 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 
Darling, H.F.: Dis. Nerv. Зу®ет 20:167 (April) 1959. 4. Niswander, G.D., and 
' Karacan, l.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 
(Aug.) 1959. 6. Weiss, 1.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: 
Clin. Res. Notes 2:10 (Aug.) 1959. 
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-SAFER ELECTROSHOCK THERAPY 
` ultra-short-acting 
Skeletal muscle 


relaxant ‘ANECTIN 


Succinylcholine Chloride 


yo 


brand 





УМИ 


Injectio 60 Seconds After Injection 


• patient relaxed • shock given 
‚ modified clonic phase begins 


90 Seconds After Injection 180 Seconds After Injection 
e modified clonic phase ends • normal respiration returns 


(total time of shock procedure 
approximately 3 minutes average 





ra pid Comments from the literature: 


«...method of choice.” 


re | axat | On Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958 


*, . . recommend its use." 
Impastato, D. J., and Gabriel, A. В.: Am. J. Psychiat. 


Га pid 114:698 (Feb.) 1958. 


«€, . . treatment of choice.” 


ч re Cove ry Michael, К. D., and Wunderman, D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 


: А “... irrespective of age." 
. Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb ) 1955. 
Complete literature available upon request. 


‘АпесИпе’® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 é^ 


BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
XI 2s ; 


he onset of antidepressant activity is very rapid...” 
"Improvement is progressive..." “...еюһу per cent 
of patients were discharged...as recovered.... 


t is our opinion that the drug is suitable for both..." 
ambulatory or hospitalized depressed patients. 


corrective —removes the depression and depression-induced anxiety, rather than merely 
masking the symptoms as do tranquilizers, CNS stimulants or sedatives."" rapidly effec- _ 
tive—unlike many similar drugs, Nardil's antidepressant response is often seen within 
a week; complete remission usually within 2 to 6 weeks, in 4 out of 5 patients." safe— 
low dosage and preferential distribution to the brain account for the minimal incidence of 


toxicity in over 400,000 patients to date, and confirm Nardil’s excellent safety record. 





DEPRESSION REMOVED 





for proved antidepressant effect— 
both rapid and prolonged , 


DEXAMYL® SPANSULE® с. 


brand of sustained release capsules 


brand of dextro amphetamine 
and amobarbital 





‘Dexamyl’ has been used successfully for 
more than a decade, and in sustained 
release form for almost six years. Just 
one ‘Dexamyl’ Spansule capsule, taken 
in the morning, provides daylong thera- 
peutic effect. And mood elevation is usu- 


ally apparent within 30 to 60 minutes. 


‘Dexamyl’ is of significant value in 


** 


XIV 


depressed and verbally inhibited pa- 
tients. Drayton! states, "Not only does 
['Dexamyl'] exert a direct mood effect, 
so that the shadow of depression is lifted, 
but it also results in making the patient 4 | 
more approachable and communicative.” — © 


1. Drayton, W., Jr.: Pennsylvania M. J. 5/:949. 


leaders in 


psychopharmaceutical research 
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An emotionally balanced 
patient. Thanks to your 
treatment and the help 
of Deprol, her depres- 
sion is relieved and her 
anxiety and tension 
calmed. She eats well, 
sleeps well, and can 
return to her normal 
activities. 





Lifts depression...as it calms anxiety! 


Deprol helps balance the mood by lifting 
depression as it calms related anxi 





No “seesaw” effects as often found 
with other drugs 


While many central nervous stimulants may 
inhibit depression — they тау often aggravate 


| . tIFTS 
anxiety and tension. And although some central E. “DEPRESSION 
nervous depressants may counteract excessive | +} ^ 
stimulation — they may often deepen depression. | Deprol * 
CALMS 
In contrast to such “seesaw” effects, Deprol lifts ANXIETY 


depression as it calms anxiety—both at the same 
time. 


Deprol does not produce hypotension, liver dam- 
age, psychotic reactions or changes in sexual 
function. 


^T) е ] A^ EN | 
е р r 2 Many CNS stim- Many CNS de- 
in 


ulants may in- pressants may 
Dosage: Usual starting dose is 1 tablet q.i.d. When | hibit depression, control over- 
necessary, this may be gradually increased up to but may often stimulation, but 
З tablets 4.1.4. | aggravate anxi- ME may deepen 
Composition: 1 mg. 2-diethylaminoethyl benzilate | ety and tension. № depressior. 


hydrochloride (benactyzine HCl) and 400 mg. 
meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. 
2° Write for literature and samples. 
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calm, 


responsive 





QUALITY / RESEARCH / INTEGRITY 


Amytal" provides uniform daytime sedation 


Clinically, Amytal has been shown to be valuable in the treat- 
ment of psychoneurosis. In a comparative study of fifty-one 
psychoneurotic outpatients with tension, Amytal was superior 
to all other agents tested.! 

The duration of effect of Amytal is about eight to eleven 
hours, an action span particularly valuable for daytime seda- 
tion. It also offers the additional advantages of greater safety, 
since it is metabolized and does not depend on the kidneys for 
elimination. Therefore, renal damage does not constitute a 
contraindication. 


The usual dosage is 1/4 grain four times a day. 


Available in tablets of 1/4, 1/2, 3/4, and 1 1/2 grains, and 
in elixirs containing 2 grains and 4 grains per ounce. 


Amytal* (amobarbital, Lilly) 
1. Brit. M. J., 2:63, 1957. 


ELI LILLY AND COMPANY * INDIANAPOLIS 6, INDIANA, U.S.A. 
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HENRY P. LAUGHLIN, M.D.! 


In view*of increasing interest in world 
medicine it seems appropriate to publish 
the following notes concerning medicine 
and psychiatry in 6 European countries. 
They are summaries of information, secured 
on a recent world tour in which I repre- 
sented the American Psychiatric Associa- 
tion. 

Statistics included were furnished by 
leaders in the various countries. Comments 
and opinions expressed are theirs or the 
author's, and do not reflect official attitudes 
of the Association. Certain findings relating 
to Asia and the Middle East have already 
been published( 1, 2, 3). 


ENGLAND 
PSYCHIATRY IN MEDICAL TEACHING 


Most psychiatrists seem to agree that 
psychiatric teaching needs to be strength- 
ened in the medical curricula. This objec- 
tive presents many problems. These in- 
clude: (a) the difficulty of modifying 
established tradition, (b) the relative indif- 
ference of other physicians, (c) bureau- 
cratic unwieldiness inherent in the National 
Health Service, and (d) difficulties in se- 
curing funds. 

The General Medical Council presently 
requires in the standard medical school 
curriculum a minimum of only 8 lectures on 
normal psychology, and a mental hospital 
course of two months. There is no formal 
requirement with the hospital course for 
systematic lectures or for examinations to 
be taken. The average undergraduate teach- 
ing in psychiatry takes place in 3 months 
of the last year, with attendance required 
at-regular lectures two to three times per 
week. А total of approximately 12 hours is 
spent in visiting mental hospitals. The 
amount of time and interest given to psy- 
chiatry is slowly growing but could stand 
substantial increases in many schools. There 
are 30 physicians from the United Kingdom 
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enrolled in American psychiatric residency. 


training programs. 

The medical school teaching of psychia- 
try has been improving. Six medical schools 
—Leeds, Sheffield, St. Andrews, Durham 
and Glasgow—have added chairs of psy- 
chiatry since World War II. Edinburgh 
has the oldest chair (60 years). There 
are also full chairs at London (Maudsley ), 
Manchester and Aberdeen, but not as yet 
at Oxford, Birmingham, Bristol, Liverpool, 
Cambridge or the University of Wales. 
There is, however, a Department of Psy- 
chological Medicine in each medical school. 

The future development of psychiatry 
in England has certain problems which 
are closely tied to its relative level of pres- 
tige among the medical specialties, and to 
its status in medical education. More psy- 
chiatry should be taught, but medical cur- 
ricula are firmly established, and changes 
are difficult to secure. Evolution and devel- 
opment of medical teaching in England 
tend to be slow and deliberate. Tradition 
carries great weight and physicians gen- 
erally have little interest in psychiatry. One 
may hear this kind of attitude expressed, 
“My schooling was fine ; it serves me well 
enough, why change it ?" Or, ^What need 
have the new doctors for more psychiatry ?" 

Money has been hard to get to establish 
new chairs of psychiatry. The relatively 
low level of prestige of our specialty in 
medicine generally, helps maintain a kind 
of vicious cycle. Thus, in medical school, 
too few students become really very famil- 
iar with psychiatry ; as a consequence fewer 
choose it as their specialty. 

This means fewer physicians in later life 
who understand psychiatry or are sympa- 
thetic to its problems. All of this becomes 
of even more moment when today's grad- 
uates are later serving in important admin- 
istrative positions or gecure appointments 
as deans of medical schools. Also fewer 
psychiatrists means a smaller and less po- 
tent psychiatric group to press for con- 


769 














| - . 
770 EUROPEAN PSYCHIATRY Г Mare 


structive changes. We are by no means 
entirely unfamiliar with these problems in 
North America. 

Some psychiatrists blame the unwieldi- 
ness of the National Health System for re- 
stricting change and development. Inevita- 
bly an interest in politics may become 
necessary even for physicians with little 


| eth, interest. Thus one prominent psychi- 


atrist, deeply concerned with the need 
for more medical teaching in our specialty, 
discussed with me hopefully an M.P. who 
has an active interest in psychiatry—his 
hope being that the M.P. might be willing 
to bring his influence somehow to bear to 
secure some increased teaching time for 
psychiatry in the medical schools. 


NATIONAL HEALTH SERVICE 


I soon found that discussion of any as- 
pect of medical practice is not likely to 
proceed far before the very considerable 
impact of Great Britain's National Health 
Service becomes most evident. This is cer- 
tainly true in psychiatry. The overall effects 
on our specialty have been quite mixed in 
the ll years since this program began 
operating in 1948. These are neither all 
good, nor all bad. 

Dr. A. B. Monro, the Superintendent of 
Long Grove Hospital, Epsom, Surrey, a 
distinguished recent guest in the U. S. A., 
and the Hon. Secretary of the Royal British 
Medico-Psychological Association, with oth- 
ers helped to outline some of the important 
consequent trends in British psychiatry. 

First, there is less isolation of the mental 
hospitals and their staffs from their com- 
munities. Staff members are busier acting 
as consultants, working in outpatient clinics, 
and in visiting patients in their homes and 
in general hospitals. There are increasing 
efforts on the part of staff and community 
to make psychiatry and the mental hospital 
more of a community activity and respon- 
sibility. Secondly, the taking of the mental 
hospitals out of local control has effected 
great improvements in some instances. 

Thirdly, there are the equalizing effects 
of N. H. S. care. The available facilities 
in psychiatry are now more standardized. 
Further, pay scales and consultant status in 
the provincial hospitals are now comparable 
to those in the metropolitan centers. Indi- 
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vidual competition among specialists ap 
pears somewhat lessened. Finally, there / 
gradually more teaching of psychiatry in 
the medical schools, although, as alre 

noted, improvement proceeds slowl d 
schools vary a good deal in their approach 
and in the calibre of psychiatric instruction. 

On the other hand, there is much less 
private practice. High income tax rates dis- 
courage practice after official hours and few 
psychiatrists can stay outside of N. H. S. A 
standard level of pay is given for hospital 
and teaching work, previously largely un- 
paid or only by honorarium. However, this 
also lessens the interest in private practice. 

From the standpoint of the administra- 
tors and the hospital superintendents this 
all has its advantages. According to their 
view, N. H. S. "has stopped the drain of 
psychiatrists away from hospitals into pri- 
vate practice. They have more adequate 
staffs both numerically and selectively. 

Finally, in view of the tax situation, it 
is very difficult for a psychiatrist to top an 
annual income of three or four thousand 
pounds ($8,400-$11,200) from private prac- 
tice, or any other source. His full time con- 
sultants pay through N. H. S. can reach 
this without supplemental income from pri- 
vate work. 

Some patients have doubts about medical 
opinions for which they do not personally 
pay. This appears more common on the 
provincial level than in metropolitan Lon- 
don, for instance. It does not seem to be 
a major problem in N. H. S. operations. 

Some 600 psychiatrists have consultant 
status with N. H. S. While such services can 
be on a full or part time basis, the major- 
ity are full time and salaried. In summary, 
it seems that the greatest benefits have ac- 
crued to the mental hospitals. Individual 
initiative, the availability of private care, 
private practice and psychotherapy have 
suffered. 


ADVANCE NATIONAL PLANNING INDICATED • 


Several of our British colleagues urged 
that I convey a friendly but serious warning 
to American physicians. Should a National 
Health Service ever impend in North Amer- 
ica, physicians and psychiatrists should ac- 
tively undertake advance planning on a 
responsible and national level immediately. 
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lties might be somewhat mitigated : 1. 
The inevitable initial disorganization, and 2. 
great difficulty and red tape which they 
have found upon attempting to secure any 
changes or modification of rules and regula- 
tions once established, no matter how early 
afterwards these might be sought, ог by 
whom. 
A detailed plan of operation offered by 
a national group of specialists is likely to 
be most welcome initially if at all equitable. 
Later, the most careful recommendations 
may carry little weight. Should we fail to 
act thus collectively, constructively, and in 
advance, then we "jolly well deserve what 
will most certainly transpire !" 


THE R.M.P.A. 


Most psychiatrists in Great Britain belong 
to the Royal Medico-Psychological Associa- 
tion. Its members number some 1500 spe- 
cialists, 75% of an estimated 2000 psychi- 
atrists. The papers presented at the meet- 
ings were intriguing as to the subjects 
selected and the resulting indications for 
current British psychiatry. 

It was possible to exchange information 
with noted colleagues from other countries 
at these meetings, including Dr. Tsung-yi 
Lin, Chairman of the N. & P. Department at 
National Taiwan University Hospital(1), 
Dr. Bor F. Nilsson of Stockholm and Dr. 
Harry Stokhom of Risskov, Denmark. 


DENMARK 


Denmark, largely agricultural, has about 
4% million people (nearly one-fourth in 
Copenhagen). Medicine and psychiatry in 
Denmark as in England are profoundly 
influenced by a National Health Service. 
Some 77% of the people are covered. The 
Danish N. H. S. has both advantages and 
disadvantages, as do many aspects of this 
semi-welfare state. 

‚Оп one side, there is little real poverty 
in Defmark. Living conditions are good, 
with ample food for all. Education is gen- 
erally available: anyone can attend the 
university if he has the ability, and the 
family will pay some slight costs. The lower 
schools are good, as are hospitals, and 
general medical care is available to anyone 
at modest cost. 
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Details of the Danish Health Service are 
less well known then those of the N. H. S. 
in England. A patient who needs psychi- 
atric care consults his psychiatrist by refer- 
ral from his general physician. Under 
Health Service he pays a single annual fee 
of 60 crowns ($8.57 ). This covers one year's 
care regardless of the time or services in- 
volved, and is intended to pay for чча» «m 
thing needed from a single consultation to 
extended therapy. The unfortunate result 
is that N. H. S. patients are very likely to 
be seen only once, and then promptly 
returned to their Health Service general 
physician for followup and further care. 
The psychiatrist is simply unable to provide 
anything like definitive care to outpatients 
on this basis. The patient pays little for 
his psychiatric care, but he is also likely to 
receive very little. a 

Hospitalization for psychiatric patients —_ 
works out considerably better when it is — 
required. Three crowns (43€) daily pays Я 
for everything—hospital costs, room, medi- = i 
cine, physicians and surgical fees. A pri- 
vate room raises this cost to 15 crowns а 
($2.13) daily. d 

Under the Service plan a general physi- | 
cian is chosen yearly by the family. The 
doctor is paid 14 crowns ($2.00) yearly for 
each adult ; there is no charge for children. 
The physician can refuse a patient and 
patients can change their doctors yearly, ог | 
in between. Twenty-three percent of Danes 
cannot enroll at present because of income 
level restrictions; a top ceiling of about | 
14,000 crowns is set. Proposed legislation 
could soon make the service available to 4 
ай. d 

Critics of this system point out: 1. Its | 
high cost nationally, 2. Its impact upon 
individual initiative, 3. Its hampering effect 
upon private practice, 4. Its restrictions up- | 
on making the best level of care more wide- 1 
ly available (particularly in psychothera- 
py), and 5. The growth and influence cf 
bureaucracy. The impact of high income 
taxes in Denmark restricts interest in pri- 
vate practice as we observed in Great Bri- 
tain—possibly more. A leading Danish psy- 
chiatrist discussed with me his annual in- 
come of 35,000 crowns ($5.000) as a hal-- 
time Department Head. He earns an addi- 
tional 35,000 crowns from wig prac- 
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tice. From this combined income he pays 
back 35,000 crowns annually in income 
taxes. 

Because of certain advantages (such as 
the availability of Health Service) it is 
claimed that some Danes prefer to keep 
their income below 15,000 crowns. Above 
this figure also, the tax rate rises quite 

Ру in progressive fashion. Initiative 
suffers. As a consequence an opportunity 
for new work, a better job, or extra busi- 
ness sometimes may be turned down flatly, 
with the comment, ^I cant afford it" (to 
earn the extra income !). According to one 
psychiatrist, as wealth and spending power 
lose some of their relative importance to 
people, prestige of position has become 
more important in Denmark. 

Of the approximately 150 Danish psy- 
chiatrists, some 125 are members of the 
Danish Psychiatric Association (President 
1957-59, Professor (of Psychiatry) Villars 
Lunn of the Copenhagen University Facul- 
ty of Medicine). There are two medical 
schools. Professor Erich Stromgren is de- 
partment head at the Faculty of Medicine 
of Aarhus University (Dr. Stokholm, men- 
tioned earlier, is also a faculty member 
here). 

At Copenhagen the 7-year program in- 
cludes pre-medical education, and upon 
completion ап M.D. degree is awarded, 
after which one year of internship is re- 
quired. I visited the excellent University 
Clinic with Dr. Lass M. Sonne and ob- 
served various types of patients. Interesting 
experiments were in progress on the effects 
of employing different color combinations 
for patients’ wards. Here there are 120 adult 
beds and a staff of 19 doctors, with 5 of 
them qualified as psychiatrists. 

In the Copenhagen area are 3 other major 
psychiatric departments as integral parts 
of general hospitals : 1. Bispebjerg with 
200 beds and 20 for child psychiatry ( Head, 
Dr. Carl Clemmesen, with a staff of 9), and 
2. Frederiksberg with 140 beds. Saint Hans 
Hospital in Roskilde, 30 km. distant is the 
third. It has 2000 beds and takes cases 
from Copenhagen for continued treatment. 

Other state hospitals with approximate 
beds are at Bronderslav (400), Viborg (700- 
800), Aarhus University Clinic (700-800), 
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800), Vester Vedsted (200-300), Oring 
(600-700), and Nykobing Sjaelland (1000 
Another (private) facility, Filadelfia, has 
approximately 470 beds for epilepsy 

265 for psychiatry. 

Dr. Einar Geert-Jorgensen, Head of*the 
psychiatric department at Frederiksberg 
Municipal Hospital took me tMrough his 
well organized department. With 140 beds, 
20 of which are for senile patients and a 
staff of 7, nearly 2,000 patients are treated 
yearly, only 165 of whom are transferred to 
other hospitals for continued treatment. The 
facilities were uncrowded, clean and well 
equipped. Nurses and attendants impressed 
me as most courteous, friendly, and effi- 
cient. The department seemed to gain sub- 
stantially from its integration as a major 
division in a general hospital. Shock was 
used liberally ; in 1956 1,934 ECTs were 
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ITALY 


Postwar Italy is a nation of 48 million 
people of whom about 4% live in the capital 
city of Rome. Neurology and psychiatry 
are closely tied together in Italian medical 
teaching, in clinics and in the private prac- 
tice of medicine generally. Much of the 
current work in NP is organically and bi- 
ologically oriented. Italian medicine histor- 
ically has had its closest connections with 
German medicine. This is reflected in the 
language abilities of Italian physicians, with 
English running considerably behind both 4 
German and French. However, there are 
now an increasing number of Italian phy- 
sicians in U. S. training programs in psychi- 
atry. This trend is likely to gradually influ- 
ence Italian medicine to some extent. Two 
specialists commented however, that Ital- 
ian psychiatry today is most nearly com- 
parable with the German psychiatry of 
around 50 years ago. 

Medical interest generally in the exist- 
ence of possible psychologic bases for the 
illnesses that we regard as emotienal ‘in 
origin or psychogenic is rather slight. With 
some noteworthy exceptions, there is like- 
wise little interest in psychodynamics. 

There are 1,000 to 1,200 psychiatrists in 
Italy, with varying qualifications. Some 300 
are members of the Italian Society of Psy- 
chiatry whose recent president was Profes- 


Мм. 


M = 
i1 


^ em 





è 


* 


~ 


` 


sy 


"sosyayAq 951085) Нүүр ay} уо uec 
-А,2ә5 рио (‘.пем puo 'ÁSd) ‘ола puo '50!3!1404 'S uuof HWNd әчі јо 'q'A puo (NaN puo “Asq) 
jOo4d 'unu6no] ‘4 Aen ‘оа биціѕід 'sounoAD|»|S Sa|2Ojsiuuau | чоэа puo (Awojouy |95160|0}$!Н ) 
|озчәүү jo ио!шру эча|эЧчод a4} jo juopisa4g рио (эчгбАН) 02а 


3014 “SOJDSIAI|\Y souuissp4ac) эча!бАН 





— 





MAE] i ] * 


No Ugo Cerietti. The Italian Mental Hy- 
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iene Society was organized in 1924 and 
currently has 400 members. Its president, 

. Carlo De Sanctis, discussed with me the 
гос, major developments in Italian psy- 
chfatry which he believed noteworthy since 
the survey, of which he was co-author 
(with De Paul Lemkau) was published in 
the APA Journal in 1950(4). These were : 1. 
More work in child guidance, 2. An in- 
crease in outpatient facilities, and 3. А 
growth in mental health interest. In 1958 
the first post-graduate course in child psy- 
chiatry was started—a 4-year program spon- 
sored jointly by the Departments of Psychi- 
atry and Pediatrics at the U.D.S. Medical 
School in Rome. 

Dr. Mario Gozzano, professor of psychi- 
atry at the Universita Degli Studi in Rome 
took us through his Jarge university clinic. 
Here there, are 180 teaching beds, to which 
new building has just added space for 70 
patients. The medical students have their 
clinical training in psychiatry here. In their 
last year they receive instruction in psychi- 
atry. The children's department under pro- 
fessor Giovanni Bolleo consists of 30 in- 
patients, an outpatient child guidance clinic 
in which 10 to 12 patients are seen daily, 
and a 30-patient daily "school" for cerebral 
palsy patients. 

In a tour of the famous Provincial Psy- 
chiatric Hospital of Santa Maria Della Pieta 
outside Rome I saw in the library the most 
complete collection of psychiatric periodi- 
cals seen at any point of two world tours. 
This hospital with its 2,500 patients is not 
the largest in Italy, but it is certainly one 
of the best. Their patient discharge rate is 
70%—most of them in the first 3 months. 
Also at this hospital is a useful statistical 
division which regularly undertakes the 


compilation and publication of national 


data on psychiatric hospitals and patients. 

Another hospital for Rome accommodates 
some 700 chronic patients at Ceccano, 100 
km. distant. Other large provincial hospitals 
arg at Palermo (approximately 3,000 pa- 
tients) and at Genoa (2 hospitals with ap- 


p Para занен 3,200 patients). 


The administrative management of psy- 
chiatric patients in Italy is on a provincial 
basis and accordingly each province has its 
psychiatrie facilities. Details about these 
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have been published in Ttaly and elsewhere, 
and are available to those interested. Evi- 
dences of professional pr ogress in Italy are 
present but scattered. There is much room 
for growth and improvement, and increased 
support from all quarters—officia., medical, 
and the public is greatly needed 


GREECE 


Greece is an interesting and aospitable 
country of some 7% million pecple, with 
20% in the Athens-Piraeus area. Effects up- 
on the country of the many years ct war 
just past are inevitable. There are few 
Hellenes who do not carry poignant mem- 
ories of World War II, the Nazi occupa- 
tion and especially the desperate civil war 
that was only recently concluded. 

Medicine in Greece has man‘ ties. to 
other European countries but partic-larly 
to France. While only a few physicians have 
an excellent command cf English and some 
of German, far more can speak French 
fluently. An interpreter was accordingly 
necessary (for most of the audience) during 
a lecture which I gave at a medical meeting 
in Athens. Indicative of the joint action 
possible among medica] groups in Greece, 
this meeting was co-spcnsored by: 1. The 
Medical Society of Athens: (3000 msmbers ), 
2. The Neuropsychiatric Society of Athens 
(founded 1936, 100 members—Fresident, 
Professor (of Psychiatry) J. S. Patrikios), 
and 3. The Pan Hellenic Union o: Mental 
Hygiene (founded 1956, 85 members—Pres- 
ident, Professor Alivisatos ). 

There are two medical schools in this 
friendly nation, each with a 6-year program. 


. At the University of Salonika the student 


enrollment runs from about 200 students 
in the first year to some 100 graduates in 
the sixth year. At the Faculté de Medicine 
in Athens, Dean Themistocles Sklavounos 
told me that his enrollment varies from 
400 students in the first year to 25) in the 
Sixth. Of his entering freshman, заЁ are 
from Greece proper while the balence are 
Hellenes from ‘overseas who are adm'tted 
without examination. The B.M. degree is 
given after the clinical year ; while an M.D. 
can be granted only Jgter after an accept- 
able thesis and special examinations. 

Of approximately 100 psychiatrists in 
Greece today, — Se in greater 
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Athens, 10 in Salonika and 15 elsewhere. 
Most of them have trained in Greece. Those 
trained abroad have mostly been in France 
and Germany. This trend has been slowly 
changing and there are now 20 Hellenic 
physicians training in psychiatry in the 
Ч. S.(5). 

Very few doctors do psychotherapy, fees 
or Which generally run between $4.00 and 
$6.00 (U. S. equivalent) per consultation. 
Standards for medical fees and salaries 
generally are not high according to those 
of the American continent. The half-time 
daily pay for the Professor and Director 
of the University Department of Psychiatry 
for example was the equivalent of $5.00. 
Much of our psychiatric terminology has 
dts origin in early Greek, and it was quite 
natural that I found some Hellenic psy- 
chiatrists sharing my own interests in psy- 
chiatric philo.ogy. А most recent example 
is that of ateraxy, defined as, "a state in 
which there is an absence of anxiety" (6). 
This term is derived from the Greek word 
ataraxia literally meaning “non-agitation.” 
At times errors have occurred in the trans- 
position and evolution of our terms. Dr. 
Demetrios Kouretas, the sole psychoanalyst 
in his country, pointed out that scopophilic 
is the correct form, not scoptophilic. He 
advocates a concept of the preego in place 
of the id. 

The common problems of low budgets, 
need for more trained staff and increased 
beds are present. U. S. trained Dr. George 
Lyketsos, a Fellow of the APA and Director 
of Dromokaition Mental Hospital estimated 
that there are some 20,000 mental patients, 
of whom those actually hospitalized are 
crowded into half the required space. The 
budget for public supported patients runs 
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versity clinic the rate is $3.00 а day. Psy 
chiatric staff members, except for residents, 
are part-time. In view of the fiscal and otk 
handicaps, the achievements at Dromékai- 
tion Hospital are a special credit to its 
administration. I saw active O.T. programs, 
patients constructively occupied^and sub- 
ject to very few restrictions, and a generally : 
therapeutic atmosphere. 


SPAIN 
Spain is less densely populated than other 


‘European countries, with some 26 million 


people, 7% of whom live in Madrid. While. 
tourism is increasing rapidly, Spain is still 
less on the beaten track than most other 
European countries. Many living costs there 
are quite low. 

Relatively few Spaniards, lay or profes- 
sional, understand English. For Spanish 
physicians the number 2 language is 
French, and number 3 is German. Both 
Portuguese and Italian are understood wide- 
ly and according to Dr. José Germain, Edi- 
tor of a leading Spanish language psycho- 
logical journal, either may be used for 
medical conferences. A trend toward great- 
er understanding and use of English has 
developed only since World War II. The 
influence of German psychiatry is as great 
as in Italy, considerably greater than that 
of French or English psychiatry, but a little 
less so now than before the war. There are 
now almost 20 Spanish physicians in psy- 
chiatric training in America. 

The Spanish Association of Neuropsychi- 
atry numbers approximately 350 members 
and includes 90% or more of all Spanish psy- 
chiatrists. As we found in Greece, but some- 
what less extensively, many psychiatrists 
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MENTAL HOSPITALS In GREECE 


Hospital 


Ранен? Census 
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the equivalent of 704 per day ; at the ini f 2 
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‚ Aegimition, Un. of Athens 

. State Mental Hospital, Daphni (Athens) 

. Dromokaition Mental Hospital, Chaidari (Athens) 
. State Mental Hospital, Un. of Salonika 

. State Mental Hospital, Corfu 


Psy. Staff — Reridepts BN 


190 N. P. 5 2. 

2500 (1700 beds) 15 15 N 
900 8 T =~. 
300 3 4 ` 

500 2 4 м, 


In addition there are state mental hospitals at Chania on the island of Crete, and at Cephanlon- 


ia, each with ay§ew patients, poor facilities and perhaps one psychiatrist. 
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Я hold part-time official positions ог appoint- 1000 male and 1000 female patien:s respec- 
Ч ents at various clinics or institutions. We tively. Two government hospitals are wor- 


~ = visited Dr. Juan José Ibor at his busy and Њу of note: one near Madrid has 400 to 
attractive private offices. Dr. Ibor, who 500 patients, опе at Saragossa has had a 
also directs the female side of the psychi- program of О. T., reported to be continu- 
atc clinic at the University of Madrid ously operative since the 15tn century, 
Hospital, is quite familiar with recent work 


in American psychiatry. There is а fair TORREY 
amount of private practice and of psycho- The founding of the Turkish Менты 
therapy done in Madrid. chiatric Society in 1916 marked the be- 


There are 10 major universities in Spain, ginning of modern Turkish psychiatry. My 
each with a Faculty of Medicine. Each friendly and generous host, Dr. Ihsan Sukru 
currently has a Professor of Psychiatry or is Aksel, Head of the psychiatric department 
scheduled to have one at an early date. at the University of Istanbul and President 
Since 1946, all students in medicine must of the Society in 1957, reported that there 
have some psychiatry. Usually this is а are now some 200 full members. In 1923 
lecture course with a view of clinical work, a national Board of Psychiatry was estab- 
lasting 2 to 3 hours a week. No psychiatry lished. It is now considered obligatory for 
is taught in the lower years, and students a psychiatrist to pass the Board examina- 
have the opportunity to receive instruction tions after 3 years of graduate training, one 
in psychiatry in their senior year. Dean of which must be in neurology. Some 350 
Jesus Garcia Orcoyan of the Universidad de physicians have secured Board certification. 
Madrid, Facultad de .Medicina, whose Much of medicine together with: most 
school is by far the largest of the 10 facul- of the psychiatric work in this naticn o7 24,- 
ties, told us that there are currently 1,142 000,000 people is concentrated in and 
first year medical students in the 10 facul- around the З major cities ; Istanbul (pop- 
ies ; of whom 37% are in his school. ulation 1,500,000), Izmir (600,000), and 

It would appear that hospital facilities Ankara, the capital (500,000). Of note is 
for the mentally ill are insufficient accord- the fact that from 1949 о 1958 the Gover- 
ing to our standards. The University of  nor-Mayor of Istanbul was Dr. Fahreddin 
Madrid maintains an outpatient clinic and Derim Gökay, a neuropsychiatrist 2150 well 
provides brief hospitalization for a limited known in America. А former professor at 
number of selected cases, as do a few other the University of Istanbul, Dr. Gökay is 
general hospitals. Two privately sponsored currently his nation's ambassador at Gene- 
mental hospitals at Cienpozuolos are run va 


by religious groups and accommodate over In the above hospitals 1,200 new inpa- 
TABLE 2 
PSYCHIATRIC HosPrran FACILITIES IN TURKEY? 
Hospital í Location Auspices Patient Census Staff Physicians 
1. TIB Fakultesi Istanbul University of Istanbul 100 12 
2. Medical School Ankara University of Ankara 60 12 
- 3. Bikirkoy Istanbul (8 mi. west) State 3E00 30 
^ ^. 4. Manisa Near Izmir State £37 9 
: 5.. Elazig Eastern Anatolia State ' 500 2 
J 6. Armenian Hospital Istanbul Beneficial o0 2 
f 7. Sisli Fransiz . Istanbul Private 200 8 
ae Hastahanesi 
mA 8. Duman Klinigi Istanbul Private e 20 
p” 9. Greek Hospital Istanbul Beneficial 50 И 


‚* Compilation made with the generous help of Professor І. S. Aksel апа U. S. trained Dr. Кета: Elbirlik. 
(See also Reference 7.) 
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tients and 6,000 outpatients receive treat- 
ment each year. In 1957 a child guidance 
clinic was established in the University of 
. Istanbul department of neuropsychiatry. 
Some intriguing research work was under- 
way with mice, on the study of hereditary 
factors in tumors. 

e medical profession in Turkey has 

had fairly close ties with Europe ; especially 
with medicine in Germany and Austria. 
‘Many physicians have а good command of 
German, some of French and a few of Eng- 
lish. In psychiatry, there is an active and 
growing interest in post-graduate training 


in America constantly handicapped how- 


. ever by such problems as those of unfavor- 
able monetary exchange rates and currency 
export restrictions. Nonetheless there are 
over 30 Turkish graduates currently in 





EUROPEAN PSYCHIATRY 


jeu training pragrams in psychiatry i in 
the U. 5. А.(5). 
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THE NEW MENTAL HEALTH ACT IN ENGLAND AND WALES 


ҮҮ. 5. MACLAY! 


The new Mental Health Act is the first 
fuftdamental revision of the English mental 
health laws since 1845 when the two Bills 
introduced by Lord Shaftesbury created 
the system on which all later additions have 
been based. It was introduced in the House 
of Commons on December 17, 1958 and 
received the Royal Assent in July, 1959. 
The final appointed day for its implementa- 
tion will presumably be some time in 1960, 
but in the meantime much can be done 
stage by stage. 

The Act follows closely the recommenda- 
tions of the Royal Commission on the Law 
Relating to Mental Illness and Mental De- 
ficiency which reported in 1957. The Report 
itself followed in spirit the trends in psychi- 
atry which have been becoming evident 
in Britain over recent years and many of 
its recommendations can be and are being 


` put into effect at the present time. The New 


Act will enable those recommendations 
which require fresh legislation to be im- 
plemented as well. It is seldom that a new 
Act follows so closely on a report by a Roy- 
al Commission. 

The Act clears away a mass of confusing 
legislation including the Lunacy and Men- 
tal Treatment Acts, 1890-1930 and the Men- 
tal Deficiency Acts, 1913-1938. In all it re- 
peals 15 Acts in their entirety and 37 Acts 
in part. It is no wonder that it is lengthy, 
containing 9 parts, 154 sections and 8 
schedules. 


LOCAL AUTHORITY SERVICES 


The National Health Service has 3 main 
divisions: 1. The Hospital and Specialist 
Services, 2. The Local Authority Services 
in the Community, and 3. The General 
Practitioner Services. 

The Royal Commission recommended a 
general reorientation in the care of mental 
patients away from care in hospitals to- 
wards care in the community. They men- 
tioned in particular the need for: 1. Resi- 
dential hostels or homes for subnormal pa- 


1 Medical Senior Commissioner of the Board of 


Control, Ministry of Health Bldg., Savile Row, Lon- 
don, W. 1, Eng. 


Ed 


tients who either need not g» into hospital 
-or who could leave it if they had somewhere 
to live with some degree of supervision ; 2. 
for 


Industrial and occupstional centres 
those who are not and may never b 
ble of normal employment; 3. 
centres for all children exclu 
school who can benefi: from train 
Homes for old people scffering from m3 
infirmity ; 5. More social work and afte 
care for patients discharged from hospital. 
The Commission recommended that the 
provision of these services shovld be а. 
duty on local health authorities. Clearly all 
this meant a great extension of locz] author- 
ity work and would require both money and 
staff. When the Bill did nct make these 
services mandatory as recommended in the 
Report there was much criticism based on 
the assumption that the services of the local 
authority would be permissive and might 
not be provided, but the Minister made it 
clear in Parliament that he did in fact 
intend to make the services compulsory by 
using machinery already provided in the 
1946 National Health Service Act. This 
method is consistent with the розу of in- 
tegrating mental health services into the 
National Health Service and gives greater 
flexibility by permitting a phzsed pro- 
gramme which can take into accoumt avail- 
ability of staff as well as of money. Al- 
ready meetings between the Ministry and 
the local authorities have taken place to 
discuss what can be done. Thers is little 
evidence of unwillingness but much anxi- 
ety about ways and means. 

There is no doubt that the expansion of' 
the mental health services in the commun- 
ity and especially the part to be played by 
the local authorities is one of the most 
important changes taking place in England 
now, so it is, perhaps, permissible to say 
a little more about the -ocal autkcrity de- 
velopments already mertioned. 

Locally, there will be consultatons be- 
tween the officers of the mentel anc mental 
deficiency hospitals and those of the 'ocal 
authority, for instance, about the hostels. 
Some hospitals have good, hostels of their 
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own and it is not always easy to decide 

whether a patient needs hostel care under 

medical supervision supplied by the Hospi- 

tal Service or is fit for community life. As 

yet there are very few local authority hos- 

tels for mentally disordered people. Prob- 
ably both kinds are needed. ` 

. Industrial and occupational centres have 

"good deal of attention in recent years. 

E over 40 of them for adults and 

Mikely to be provided. Whether 

Р Dn work in them will go on to 

& ployment depends partly on the 

? ve Фа willingness of local employers 

work to them. There is an obligation 

the Disabled Persons Act to employ 

T" ta of disabled persons but the em- 

ployer may prefer the physically disabled 

to the mentzlly disabled. 

Training centres for children, hitherto 
known as occupation centres for mental de- 
fectives, are on a very different footing. 
They were initiated some 40 years ago by 
voluntary effort. The centres are now a lo- 
cal health authority responsibility and there 
are some 310 of them. Though doubtless 
more will be provided, the first new effort 
is likely to be the provision of residential 
accommodation at or near training centres 
for children living far from a centre and 
only partly catered for by the visits of a 
home teacher. 

Old people suffering from mental dis- 
order may reed to use the hospital serv- 
ices, either as full mental hospital care and 
treatment, or in the form of simpler psy- 
chiatric supervision and nursing in separate 
psychogeriatric hospital units. It is those 
who do not need specialist treatment and 
who are comparatively easy to manage, who 
will go to the homes provided by the local 
health authority for old people who are 
mentally infirm. Free interchange of opin- 
ion between general practitioner, geria- 
trician and psychiatrist will be as necessary 
as free movement of old patients between 
one hospital or home and another, accord- 
ing to their needs. 

The present situation of social work and 
after-care is very complex. These services 
are still far short gf what is desirable. 
Nevertheless they have developed to a con- 
siderable extent in different areas. The im- 
portance of the.role, however, adopted by 
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the family doctor, the local authority and 
the hospital varies widely from place te 
place. Workers in this sphere may have had 
full psychiatrie social work training, health 
visitor training, training in administration, 
training simply by experience, or no train- 
ing at all. Into social work generally the 
report of the "Younghusband Committee," 
i.e. the Working Party on Social Workers 





in the Local Authority Health and Welfare : 


Services, has thrown much light, but the 
improvement in mental health social work 
which is so much needed is likely to be 
empirical for some time yet because the 
big changes recommended by the Report 
cannot come quickly. 


DESIGNATION ОР MENTAL AND MENTAL DE- 
FICIENCY HOSPITALS 


The changes proposed in the new Act 
are designed to enable patients suffering 
from any form of mental disorder to be 
treated as far as possible in the same way 
as people suffering from physical disabili- 
ties and to encourage them to seek treat- 
ment promptly and voluntarily, but at the 
same time to ensure that there are adequate 
restraints and safeguards where patients 
in their own interests or for the sake of 
others must be compulsorily admitted to 
hospital and detained. 

. One way in which the Act helps to 
achieve this is by abolishing the statutory 
designation of mental, and mental deficien- 
cy, hospitals and by removing the formali- 
ties at present attached even to "voluntary 
admission" for mental treatment. These 
measures have been widely welcomed and 
mean that any suitable hospital is free to 


‘admit mentally disordered patients. Spe- 


cialised psychiatric hospitals will, of course, 
still be needed but there will be more ор- 
portunity for better classification and psy- 
chiatric wings or wards in or attached to 
general hospitals will become more com- 
mon. 

It was possible to start informal edmis- 
sions to mental deficiency hospitals in 1958 
under the existing laws. Already over 27,- 
000 of the 60,000 in residence are on the 
same footing as any other hospital patient 
and about 70% of the new patients admitted 
in 1958 entered informally. Now that the 


new Act is passed it will be possible to . 


\‘ 
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dence in mental hospitals. 


CLASSIFICATION OF PATIENTS AND COMPUI- 
SORY DETENTION | 


Thè single term “mental disorder" is in- 


troduced to cover all forms of mental illness 


or disability. Provision for compulsory de- 
tention recognises 4 groups of mentally 
disordered patients, 1. Mentally ill, 2. Se- 
verely subnormal, 3. Subnormal, and 4. 
Psychopathic. These categories are men- 
tioned and the last three defined in section 
4, which is set out in full for the sake of 
clarity : 


(1) In this Act ‘mental disorder’ means 
mental illness, arrested or incomplete develop- 
ment of mind, psychopathie disorder, and any 
other disorder or disability of mind; and 
‘mentally disordered’ shall be construed ac- 
cordingly. 

(2) In this Act ‘severe subnormality’ means 


a state of arrested or incomplete development : 


of mind which includes subnormality of in- 
telligence and is of such a nature or degree 
that the patient is incapable of living an in- 
dependent life, or will be so incapable when 
of an age to do so. 

(3) In this Act ‘subnormality’ means a state 
of arrested or incomplete development of mind 
(not amounting to severe subnormality) which 
includes subnormality of intelligence and is of 
a nature or degree which requires or is sus- 
ceptible to medical treatment or other special 
care or training of the patient. 

(4) In this Act ‘psychopathic disorder’ 
means a persistent disorder of mind (whether 
or not accompanied by subnormality of in- 
telligence) which results in abnormally ag- 
gressive or seriously irresponsible conduct on 
the part of the patient, and requires or is sus- 
ceptible to medical treatment. 

(5) Nothing in this section shall be con- 
strued as implying that a person may be dealt 
with under this Act as suffering from mental 
disorder, or from any form of mental disorder 
described in this section, by reason only of 
promiscuity or other immoral conduct. 


* It will be noted that “mental illness” is 
nót defined. In the sections in part 4 dealing 
with compulsory detention, when qualified 
by the phrase “of a quality or degree which 
warrants the detention of the patient in a 
hospital for medical treatment,” it is in- 
tended to cover the same range of illness 
as was covered in the Lunacy Acts by the 
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words—"person of unsound mind and a pro- 
per person to be detained for саге and 
treatment." This latter phrase has never 
been more precisely defined but bv medical 
tradition it has been narrowly interpreted 
and there is no evidenee that it kas zeen 
abused. | 
“Psychopathic disorder” was not de=ned 


in the Report of the Royal Солутієѕіоре че 


has been defined in the Act and tke dzfini- 
tion has led to much discussion. This is 
hardly surprising when one remembers the 
mass of vague, contradictory, confusing 
literature about the subject. Despite fre- 
quent reference to “fools rushing :n where 
angels fear to tread” :t is believed that 
the bravery of those who drew up the defi- 
nition is justified. The definition approxi- 
mates to the common use of the -erm and 
from the legal point of view seems likely 
to be workable. There have been criticisms 
of the words "requires or is susceptible to 
medical treatment" because some psvchia- 
trists held that psychopaths do noz respond 
to treatment but the inclusion of these 
words is intended as a safeguard to make 
sure that persons are not compulsorily ad- 
mitted to hospital unless it is though: that 
their condition does require medical treat- 
ment. It should be noted that by defirition 
“medical treatment includes nursing, and 
also includes care and -raining urder med- 
ical] supervision." 


COMPULSORY ADMISSION 

It seems necessary at this poirt to state 
that most of the substance of the Act is 
taken up with measures which need only 
be applied to compara-ively smeli numbers 
of patients. For example, 69 о: the 154 
sections in the whole Act are cevoted to 
compulsory measures for unwillirg patients 
and those concerned in crimina. proceed- 
ings, but in 1958 over 85% o? those who en- 
tered mental hospitals and over 70% of those 
admitted to mental deficiency hospitals 
were admitted on a voluntary basis and it 
is presumed that the g-eat majority of those 
in residence will not require compulsory 
measures. Compulsory measures shculd be 
considered in the light of thes» facts. 

Part IV of the Aq defines the circum- 
stances in which patients may b» compelled 
to enter hospital. There are & main pro- 
cedures : 
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]. Admission for observation (section 25). 

2. Admission for treatment (section 26). 

3. Emergency admission for observation 
(section 29). 

These provide a single set of procedures 
which apply to patients in each of the 4 
groups—mentally Ш, severely subnormal, 
subnormal and psychopathic—in place of 


samsirewariety of separate procedures used at 


present. Secton 26 does not apply to sub- 
normal or psychopathic patients over 21; 
patients in these groups who are over the 
age of 21 cannot be compulsorily detained 
except for a period of observation unless 
they have been convicted of some crime. 

In each case of compulsory detention in 
addition to the diagnosis of mental dis- 
order, there must be a statement that deten- 
tion is necessary in the interest of the 
patient's health or safety or for the 
protection of others. Doctors giving recom- 
mendations fcr compulsory detention must 
record the grounds for their opinion that the 
conditions are fulfilled and state whether 
alternative methods of dealing with the pa- 
tient are available and, if so, why they are 
not appropriate. This is intended to exclude 
the use of compulsorv procedures if the pa- 
tient could equally well be treated as an 
outpatient or as an inpatient without com- 
pulsion. 


JUDICIAL AUTHORITY 


In the past the Acts required an order 
from a justice of the peace before compul- 
sory admission to or detention in hospital. 
The most commonly used procedure, i.e. 
Summary Reception Order, needed in ad- 
dition one and only one medical certificate 
from a medica! practitioner. There has long 
been a view taat the magistrate’s order is 
not an effective safeguard because he can- 
not form any sound independent opinion 
on the patients mental state and because 
the judicial order links "certification" with 
the courts and the punishment of crime. 
The new Act abolishes the judicial order 
but requires two medical opinions includ- 
ing one from a doctor of special experience. 
There has been some criticism of the aboli- 
tion of the judicial order particularly by 
those doctors who feel that it may damage 
the relationship between them and their 
patients if the main responsibility for rec- 

| 1c 


THE NEW MENTAL HEALTH ACT IN ENGLAND AND WALES } 


ommending compulsory detention in hos- 
pital is clearly seen to fall on them. The 
great majority of the profession, however, 
welcome the change. They feel that the as- 
sessment of the patients mental condition 
and of his need for treatment, which ‘is he 
essential basis for action, is a matter of 
medical judgment and that it is no advan- 
tage to the patient and little to the doctor 
if the doctor shelters behind a magistrate. 
A far better safeguard is the requirement 
for two medical opinions, one of which is 
by an expert. 


AGE LIMITS FOR DETENTION OF SUBNORMAL 
AND PSYCHOPATHIC PATIENTS 


The Act lays down that subnormal and 
psychopathic patients should not be com- 
pulsorily admitted to hospital over the age 
of 21 except for a short period of observa- 
tion or after conviction in the courts. They 
are liable to compulsory admission under 
the age of 21 years, but, unless admitted 
through the courts or considered danger- 
ous should not be detained beyond the age 
of 25. There has been a lot of misunder- 
standing and criticism of these age limits. 
It has been said, for instance, that they 
are not appropriate for subnormal patients 
because they may need care and protection 
beyond the age of 25, But care and treat- 
ment will be available to all such patients, 
at any ages informally without compulsion, 
if they wish it. The Royal Commission rec- 
ommended strongly that patients who are 
only mildly subnormal and do not fall 
into the severely subnormal class should 
not be detained against their will unless 
their behaviour brings them into conflict 
with the criminal law. Anything else would 
mean too great an interference with per- 
sonal liberty. Patients whose mental sub- 
normality makes them quite incapable of 
an independent life will fall under the defi- 
nition of "severely subnormal" and may be 
detained for as long as is necessary. The 
severely subnormal group will include 
many of those classified in the past as 
feebleminded, as well as the lower-grade 
patients classified as idiot and imbecile. 
Clearly there may be some difficulties in 
borderline cases. 
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* There are 4 main elements in the system 
of safeguards for the patients. First there 
ате the safeguards provided in the admis- 
sion procedures. Secondly, there are the 
time limits of the powers of detention. 
Thirdly, the power of discharge by rela- 
tives. Fourthly, there are the new Mental 
Health Review Tribunals with powers of 
discharge, to which patients and their rela- 
tives have access, There will be one Tri- 
bunal for each of the 15 hospital regions. 
The members in each region will be drawn 
from 3 panels, one of legal members, one 
of medical members and one of other mem- 
bers with relevant experience. At least one 
from each panel will sit together when ap- 
plications are considered. The extent to 
which these Tribunals will be used and 
their exact procedure remain to be seen. 


BOARD OF CONTROL 


The setting up of Review Tribunals and 
the transfer of other duties to the Ministry 
of Health has made it possible to dissolve 
the Board of Control as advocated by its 
own members in their evidence to the Roy- 
al Commission. Its dissolution is in accord 
with the requirements of changing circum- 
stances, particularly the integration of the 
mental with the other health services, but 
many are sorry to see it go and there have 
been many tributes to its work over the 
years in improving the mental health serv- 
ices before Cinderella became a Princess. 


ADMINISTRATION IN PSYCHIATRIC HOSPITALS 


The Mental Health Act has once again 
focussed attention on the question of med- 
ical administration in mental hospitals and 
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particularly оп the role of the mecical 
superintendent in relation tc other con- 
sultants on the one hand and to the lay 
administrators on the other. Under the zew 
Act the legal obligation to appoint a medi- 
cal superintendent who is ch:ef office- of 
the hospital ceases and there is no doubt 
that the powers of the "responsible mecical 


officer" referred to in section 47 for раб зе нити 


of discharge or other purposes will not be 
vested only in the medical superintendent. 
This, however, does not necessarily mean 
that there is no need for a medical sucer- 
intendent or some other form. of medical 
administration. Everyone agrees that the 
days of the autocratic superintendent kave 
gone and that consultants shou:d have com- 
plete clinical responsibility for their эа- 
tients, but hospitals must not lightly be 
deprived of the kind of leadership they 
need and from which many have benef-ed 
in the past. There is need for much thovght 
to be given to the problem of what is best 
for patients and for the hospital as a whole. 


CONCLUSION 


The new Act has received г warm wel- 
come throughout the country. One resson 
for this is the change in public attitude. 
Mental disorder is much more reasonz»ly 
tolerated than was the case 50 years ago 
and this has made many cld restrictions un- 
necessary and undesirable. The new Act 
makes it possible to stop enforcing them 
and makes legal procedure less complex 
and cumbersome. It shows a hopeful con- 
fidence in doctors, administrators and ir an 
enlightened public. In this article an at- 
tempt has been made to describe some of 
the Act’s more important features and the 
discussion which they have raised. 


JOINT COMMISSION ON MENTAL ILLNESS AND HEALTH! 


JACK В. EWALT, M.D.,2 MORRIS S. SCHWARTZ, Pu.D.,3 
KENNETH E. APPEL, M.D.,4 LEO H. BARTEMEIER, M.D.5 г 
AND CHARLES SCHLAIFER : 


When asked to design a survey of the 


a: tal health resources of the nation and 


to make recommendations for future plans, 
_the commission and its staff decided to 
orient the study around individuals rather 
than around various professional groups 
and services. We wished to find out what 
people do when they become unhappy, 
worried, mentally ill, or otherwise troubled. 
We believed that people seeking aid for 
problems would go to some type of organ- 
ized helping agency, either the medical 
profession, a hospital, a clinic, or a social 
agency. We also believed that a substantial 
number would turn to their clergymen for 
help. А similar line of reasoning led us to 
believe that people seek to improve their 
general wel. being by use of various recrea- 
tional and educational facilities. 

Obviously, we needed to determine the 
available manpower to supply these serv- 
ices. We also wanted to determine the ad- 
vances being made in the research field, 
and to study factors that might interfere 
with development of research programs. 
Finally we wanted to establish methods of 
determininz the financial cost of mental 
illness. 

. Space dces not permit presentation of 
all the material regarding organization and 
findings that will be published in 11 mono- 
graphs, but selected areas will be discussed. 

We asked the Survey Research Center 
at the University of Michigan to determine 
by sample survey what makes people un- 
happy, and what agencies, or persons, ren- 
der aid. The Survey Research Center staff 
headed by Angus Campbel and Gerald 
Gurin, working with our staff, developed a 
schedule of questions. The testing of the 
questionnaires was done carefully, and the 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27-May 
1, 1959. e 
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‘interviewers were especially trained in 


handling this particular study. The Joint 
Commission is very pleased with the way 
the study was managed. — 

Obviously, the material obtained reflects 
only those aspects of mental attitudes and 
feelings that are measurable in an inter- 
view ; it represents a sample of the Ameri- 
can population, including their satisfactions 
and dissatisfactions, things which concern 
them, and the resources and strength they 
bring to bear on these problems. This study 
reveals that people of different socio-ec- 
onomic groups and of different education 
differ in the satisfactions they achieve and 
the problems which they experience in life. 
This will be useful in planning mental 
health services for various population 
groups. The study revealed that people 
who seek help for personal problems tend 
to have a psychological orientation to life ; 
that is, they are introspective and self- 
questioning. People with a psychological 
orientation tended to have psychological 
rather than physical symptoms as a re- 
sponse to their stress. The expression of 
psychological orientations to problems was 
present in highest percentage in women, 
younger people and the better educated. 
These same groups were the ones most 
ready to refer themselves to professional 
sources for help. 

Of tactical significance is the informa- 
tion about sources of happiness, unhappi- 
ness, and worry. The major national issues, 
the international situation, the threat of 
atomic fallout, the housing shortage, high 
taxes, inflation and crowded highways (re- 


puted causes.of great tension and stress) - 


appeared to be an important source of wor- 
ry to few people. Satisfactions derive from 
rather mundane. things, income, families, 
children, and community activities. Cor- 


respondingly, worries are concerned with’ 


health, families, children, money, job situa- 
tions and the everyday personal tribula- 
tions with which people are faced. 

The information that people worry over 
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rather personal matters is in a way en- 
oouraging. The national trend toward im- 
proving community services for persons 
under personal or economical stress by 
improving general health services, job se- 
curity, economic security for people out of 
work, plus our declining death rate, es- 
pecially in children, is directed toward the 
major reasons given as causes of unhap- 
piness and worry by the sample population. 

Another important fact. emerging from 
this study is that people who define their 
problems in psychological terms make up 
approximately one-fifth of the population. 
At least one-fifth of the population an- 
swered the question, “Have you ever felt 
you were going to have a nervous break- 
down ?" in the affirmative. Only 4% of the 
total sample felt the causes of their prob- 
lems to be external to themselves. About 
10% of the total population felt that the 
problem was within themselves, and they 
would have benefited from professional 
help. About 14% of the people interviewed 
had sought professional help. In seeking 
help people tend to go to their clergymen, 
to their family doctor and to the psychiatrist 
in that order of frequency. 

The actual number who state that they 
have sought psychiatric aid is surprisingly 
large when one considers the small number 
of psychiatrists, and the percentage of them 
concentrated in large cities. There are 
about 350,000 clergymen and 150,000 phy- 
sicians available, fairly well distributed 
throughout the country in cities and rural 
areas. In contrast, there are at most 10 to 
15 thousand psychiatrists; it is amazing 
that more than 2,000,000 people in this 
country have consulted psychiatrists be- 
cause they thought they were going to have 
a nervous breakdown. On the basis of num- 
bers, the rate of clergical consultation 
should be 20 times, and general medical 


. consultation at least 10 times the rate of 


psychiatric consultation. In fact, the ratio 

runs approximately 4 to 1 and 2% to 1. 
The socio-economic status of the in- 

dividual seems to play an important part 


тіп determining whether or not he defines 


his problems in psychological terms. But 
within groups persons with marital prob- 
lems tend to consult a clergyman, a general 
physician, or a marriage counselor. On the 
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other hand, people with problems of child 
guidance, or with personal adjustment 
problems, which they interpret as psycho- 
logical, more often consult wich a psychi- 
atrist. Most people voluntarily choose the 
kind of help they seek, but about 8% are 
referred by their physicians, and another 
82 by families and friends. Only 1% souzb 
help because of something they тез or 
heard in some of the mass media, and about 
1% were referred by the clergy. 

This phase of the study has two important 
implications : 

l. Current efforts to aid the clergy and 
the family physicians to become competent 
to offer counseling to the mentally dis- 
turbed serve an important function, since 
we know that people are already consulting 
these persons in large numbers. 

2. We know that people are readv to 
consult psychiatrists and apparently йо so 
in relatively large numbers in spite of poor 
distribution. 

Our expectations of having any large 
increase in the number of psychiatrists 
available in the immediate future is росг in- 
deed; therefore, we must expedite train- 
ing, and most particularly assure optimum 
use of currently available maapower. 

The size of the mental health problem 
will vary with the definition of mente] ill- 
ness. In any case, we can estimate tke pa- 
tients who actually seek psychiatric care. 
On an average day there are approximately 
640,000 patients hospitalized with a mental 
disorder; if one includes the mentally re- 
tarded, the number rises to more than 
700,000 persons. These people are cared for 
in the 1,250 hospitals that accept mentally 
Ш persons for diagnosis and treatment. 
About 85% of these patients are found in 
large state hospitals, most of which have 500 
ог more beds. About 430,000 different pa. 
tients are admitted to the non-federal psy- 
chiatric facilities each year, 270,000 of these 
to the specialized mental hcspitals, and the 
remaining 160,000 to the psychiatric units 
in general hospitals. The admissions, plus 
patients already there at the first of any 
year, bring the total number of persons 
hospitalized in a year tọ 1,070,000. Approx- 
imately 30% of the patients admitted in any 
year have been hospitalized at least once 
before for mental illness. кше of the 
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admissions to all public and private mental 
hospitals are 55 years of age or older, and 
many state hospitals of the larger type 
report that = third or more of their patients 
are 65 or older on admission. 

The general use of psychiatric resources 
can be summarized in terms of the total 
ospital facilities. There are 6,818 regis- 
erdt hospitals in the country, of which 
1% are psychiatric. These 6,818 hospitals 
have 1,558,691 beds, of which 45% are 
psychiatric. The average census of all the 
hospitals on any day is 1,300,000, and of 
these patients 51% are psychiatric. On the 
other hand, оѓ. ће 23,000,000 admissions in 
a year, only 2% are psychiatric, and of the 
1,400,000 personnel in all categories hired 
by the 6,80€ hospitals only 172 are em- 
ployed in psychiatric hospitals. Thus, as 


we well Касу, our mental hospitals are ' 


large, overcrowded, understaffed and have 
many long term patients. 

In addition, we estimate that the mental 
health clinics of all types treat at least 
380,000 patients in a year, and that psychi- 
atrists treat somewhere around 400,000 
(give or take 30,000) in their offices. It is 
estimated that the number of psychiatric 
patients attended by internists and general 
practitioners varies from 10 to 50%. 

There have been many attempts to count 
the mentally  ш the community, appar- 
ently, the more intensive the survey of the 
community, the larger the number of pa- 
tients discovered. The prevalence figures 
in these surveys give a rate in the United 
States varying from 44 per thousand to 213 
per thousand. The Michigan material, 
which is in no sense a prevalence survey, 
found more than two million persons who 
say they sought psychiatric help at some 
time ; these figures do not include patients 
in hospitals, or persons in the armed forces. 
On the basis of the epidemiologic studies 
done, one may estimate that about 10% 
of our population have nervous or mental 
illness of sufficient severity to warrant ap- 
propriate treatment. This would mean 
17,500,000 now in the nation. Our estimates 
show that 1,800,000 are treated in medical 
agencies in a vearg or approximately 10% 
of the potential crop. In terms of adequacy 
of these treatment resources, we have found 
no Роан which believed it had 
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enough hospital beds for the mentally ill, 
enough clinics to take care of the mental 
health problems known to exist, or enough 
psychiatrists to care for the people wishing 
psychiatric care. , 

Dr. George Albee made an exhaustive 
study of the manpower problem of psy- 
chiatrists, psychologists, social werkers and 
nurses. His results can be summarized in 
one statement. We do not have enough 
trained individuals nor are enough persons 
entering universities with an interest in this 
field so that we can expect adequate num- 
bers in the foreseeable future. This can only 
mean that we will ultimately fail in our at- 
tempts to supply needed services using 
techniques based on our present knowledge 
of the cause and treatment of mental ill- 
ness. One can conclude that we should 
at this time withdraw some money and 
some manpower from the support of treat- 
ment services (with full realization that 
this means further neglect of already poorly 
cared for patients) and use the competent 
manpower and money for research on 
causes and more effective treatment of 
mental illness. 

Morris Schwartz and his co-workers have 
focussed their attention primarily on the 
new trends in the field, using conventional 
treatment systems as a background against 
which to analyze these new trends. They 
have observed programs, talked with ex- 
perts, and reviewed the current literature 
on hospital and community patterns of care. 
_ The effort to give immediate treatment 
in the community to mentally disturbed 
patients is one trend in which Schwartz is 
interested. 

The hiatus, between the time a person 
becomes mentally ill and the time he re- 
ceives professional treatment, has, for a 
long time, concerned practitioners. The 
long waiting lists for treatment have led to 
new programs, some which have concen- . 
trated on providing emergency psychiatric 
care while the patient stays in the commun- 
ity. They have attempted, either by heme 
visiting by а psychiatrie team, or by having 
a psychiatrist on call at all times in the psy-* 
chiatric section of a general hospital, to 
narrow the time interval between the acute 
eruption of mental illness and the giving 
of professional help. The details of how 
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these programs can be most effectively 
conducted are still in the process of devel- 
opment. However, the problems are quite 
clear; they concern how to reach the pa- 
tient when he most needs help; how to 
keep him out of the hospital while he is 
getting help; and how to maximize the 
effectiveness of scarce professional time by 
initiating appropriate intervention at the 
most appropriate time. It is our impression 
that these programs of emergency care are 
“paying off? and our recommendation is 
that they be continued and extended, while 
at the same time their efficacy and the con- 
ditions of their success and failure are in- 
vestigated. 

Schwartz and his group have done a 
similar analysis of a number of other pro- 
grams dealing with the community care 
of mental patients. Their report will dis- 
cuss attempts to extend the outpatient treat- 
ment system into the community, into the 
courts, prisons, industry, the general hos- 
pital, the school, and a variety of social 
agencies. It will also discuss attempts to 
broaden the conception of treatment, 
where, for examples, families as a group 
are being treated, or consultation is being 


given to public health nurses to facilitate. 


their handling of mental patients. 

A large variety of new programs has 
been initiated in mental hospitals through- 
out the country. Some of these programs 
have emerged in the course of practitioners’ 
attempts to develop therapeutic milieu 
in their hospitals. Thus, hospitals have 
changed their atmosphere by giving greater 
freedom to patients; they have changed 
the role of personnel and patients, and 
have afforded patients greater opportuni- 
ties to make decisions about, and take re- 
sponsibility for, their own lives ; they have 
instituted many procedures oriented to- 
ward bringing lower echelon personnel in- 
to the decision-making process ; they have 
freed communication between the different 
levels of staff; they have developed the 
cortception that many types of personnel 
may be of therapeutic significance to the 

*patient; and they have introduced novel 
ways in which the therapeutic potential of 
personnel is used. The issues practitioners 
have concerned themselves with in develop- 
ing therapeutic milieu are related to the 
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physical and social organizatioa of the hos- 
pital. They are experimenting particularly 
with the re-definition of roles and. role-re- 
lations in the hospital in order to maxirrize 
its therapeutic impact. 

Schwartz and his group have studie= in 
a similar fashion attempts to breax down 
the barriers between the hospital and the 
community. Here such programs asthe 
open hospital and the psychiatric section of 
the general hospital are discussed. In ad- 
dition, they have described programs where 
the individualization of care for patients 
has been the focus of concern. 

The final set of trends Schwartz and his 
co-workers analyze deal with methods of 
aftercare. These facilities include halfway 
houses, foster family care, sheltered work- 
shops, vocational counseling, rehabilitation 
centers, social clubs, and publie health 
nurses. Some programs concentrate or. pro- 
viding continuity of care through the same 
person, trying to ensure that the staff nem- 
ber who saw the patient in the hcspital will 
also see him after he has been released. 
In each program the central issue is to 
continue care for the patient in a wav that 
fits him. 

Two other trends in aftercare are the 
grading of stress for ex-mental pa-ients, 
and the tailoring of treatment for them. 
Programs of grading stress are concerned 
with developing optimum "pressures" on 
patients to facilitate their performance. 
Programs of tailoring treatment for ex-pa- 
tients are oriented toward finding the par- 
ticular rehabilitation activitv most reeded 
by a patient. 

As a result of new treatments—chemical, 
psychological and social—changed attitudes 
of staff and the surrounding community, 
and probably other factors not detected, 
there has been a substantial reduction in 
the number of resident patients in the 
country's hospitals. The number of beds 
actually emptied by discharge of patients, 
plus the former annual increase in tke pop- 
ulation of mental hospitals, means aa over- 
all saving of several thousands of Lospital 
beds. 

Community mental health services have 
expanded in the past several years. А few 
states have laws which make it possible 
for the state and community to collaborate 
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in support of local mental services. Pilot 
programs made possible through grants-in- 
aid from the National Institute of Mental 
Health played a very large role in dem- 
onstrating the effectiveness of these clinics 
and in subsidizing the states at the be- 
ginning. However, there seem to be other 
factors at wcrk in the population not easily 


—"desteibed. The demand for psychiatric and 


other menta. health services in agencies 
previously not thought to require such pro- 
fessional helo is growing apace. For ex- 
ample, psychological testing and assess- 
ments in industry are їп great demand. 
Courts, prisons, juvenile agencies, social 
agencies, school systems and industries are 


requesting psychiatrie services. Agencies ` 


once content with diagnostic services from 
psychiatrists and psychologists now de- 
mand treatment for their clientele.. Fur- 
thermore, by treatment they often mean 
one-to-one, intensive psychotherapy, psy- 
choanalysis, cr at a very minimum inten- 
sive, psychoanalytically oriented group 
therapy. One state has more than 60 psy- 
chiatrists and psychologists giving inten- 
sive therapy to offenders at the court or 
prison level—this in addition to long time 
established traditional diagnostic services. 
Whatever the causes, these demands for 
mental health clinics and allied services 
are growing more rapidly than the man- 
power pool for staffing them. 

The inauguration of new services is not 
always carefully planned. Some new serv- 
ices have been started without coordination 
and full use of existing services in the 
community. The desire to create new serv- 
ices often stems from a wish to do some- 
thing about something, and the belief that 
a mental health clinic or counseling and 
guidance service will magically care for the 
social ills and unhappiness of a community. 
Fortunately, there is a growing tendency 
for communities to make a survey of their 
needs and rescurces before starting a new 
service. The importance of careful planning 
to utilize existing services to their maximum 
cannot be overemphasized. The demands 
for new services are growing more rapidly 
than the complemest of personnel to oper- 
ate them, and a3 a nation we are not gaining 
on our professional manpower shortage, 


‘but losing. ground. There is a trend to 
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develop mental health services іп the com- 
munity that are health promoting as well 
as therapeutic, and we believe this is a 
productive trend. 

Many communities still lack е, basic 


resources and agencies necessary for mental 


health promotion and the treatment of 
mentally. ill persons. Reginald’ Robinson 
and his group made a statistical study of 
the 3,103 counties in the nation (exclusive 
of Alaska, Hawaii and Puerto Rico). Two 
thousand counties have no psychiatrists. 
Two thousand have no community family 


service societies, and 1,500 have no public’ 


child welfare services. 

А site survey in a representative sample 
of the counties shows that where commun- 
ity services are lacking, some people are 
not able to obtain needed help. Most coun- 
ties studied recognize the need for develop- 
ment of community services, and there is an 
encouraging trend to use of welfare 
workers, county health nurses and other 
agencies to help augment the services made 
available through mental health clinics 
and hospitals. In the more isolated areas 
the clergy and the family physicians may 
assume the major responsibility for mental 
health counseling, and the physicians treat 
the more seriously ill until they may be 
referred to a hospital or clinic. 

Services for the communities now lacking 
them will require professional staffing. 
Dr. Albee’s manpower report discusses the 
difficulty in enticing enough college stu- 
dents into the professional fields to supply 
our needs. Because of the critical problem 
of recruitment and distribution of psychi- 
atrists, Daniel Blain has been making a 
more intensive study of the psychiatric 
manpower. problem. The latest information 
available to me in rough draft form and, 
therefore, subject. to correction by him, 
reveals that in August of 1958 there were 
2,723 psychiatric residents in 245 training 
centers in this country. This is a gain of 
302 ( 650 residents) over the number 
training in August, 1956. He reports an 
increase in the number of programs ар-, 
proved for 3 years training in state hos- 
pitals, so that in 1958, 51% of state hospitals 
were approved for 3-year programs. 

Of the 650 additional residents in train- 
ing in 1958 as compared to 1956, 250 were 
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in state hospitals and 300 in university hos- 
pitals. The federal training centers, largely 
concentrated in veterans hospitals, were 
training only 15% of the total in 1958 as 
compared to 19% in 1956. This is a most 
diseouraging trend and one.that should 
be studied so that it may be reversed. There 
is a steady trend toward having larger 
numbers of residents in training in indi- 
vidual centers. The most rapid rate of 
increase in residents in training represents 
those from foreign medical schools, and 
this group represented 373 out of the total 
increase of 650 residents. Thus, more than 
50% of the additional persons in psychiatric 
residencies are from foreign schools, and 
of the 2,723 physicians in training, 1,066 
are from foreign schools. We do not know 
what proportion of these physicians will 
remain in the United States after they com- 
plete their training. There is also a spotti- 
ness in the recruitment of psychiatrists 
from the various medical schools. There 
are 77 United States medical schools rep- 
resented among the persons serving psychi- 
atric residencies, but 27 of these schools 
supplied 57% of all U. S. graduates in 
resident training. Most of the schools sup- 
plying large numbers of trainees were in 
the middle Atlantic and north east states. 

The research programs in psychiatry and 
related fields are objects of special study 
by the Commission. At this time about all 
we can say is that there is an encouraging 
trend to more long-term support and to 
programatic type of support which should 
make it easier for people to carry on basic 
research. 

The problem of recruiting research 
workers who must exist from one project 
application to another, with no assurance 
of renewal of grants, is a major handicap 
in recruitment of people into the research 
field. Furthermore, it will do little good to 
encourage the development of research 
institutes and elaborate research programs 
unless we train research workers. There is 
an increasing interest on the part of the 
*NIMH and a few of the foundations in 
increasing the facilities for training research 
workers. The next step is to insure some 
type of reasonably on-going support for 
the research work these trainees will do, 
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and a support that has a reasonable degree 
of personal security. 

Viewed in perspective, we are encour- 
aged by the changes taking place, inspired 
by the vast areas of work yet to be done, 
and humble in our understanding of how 
little we really know about man's behavior, 
sick or well. We have studied representa- 
tive areas of concern to mental health 
workers and have omitted others because of 
limits of time and money. From all this 
we may hope that there will be improve- 
ment in the use of available knowledge, 
but also particular efforts at intensifying 
the training of research workers and their 
long-term employment in mental health 
research. 


DISCUSSION 


FRANKLIN С. ЕвАосн, M.D. (Denver, 
Colo.).—To my knowledge, this is the first 
time that we in psychiatry have been so 
definitive in testing our operating policies, 
and seeking perspective on our necessarily 
integrated role in society. Specific efforts 
toward increasing the manpower supply, 
the efficient use of hospital facilities, the 
availability of mental health services, and 
the followup and “indirect care” of patients 
have been ingenious and effective. Now 
we stand on the threshold cf putting into 
operation a long-term, organized prozram 
to “back up” and ‘stabilize our previous 
emergency measures. The brilliznt leader- 
ship and vision of Jack Ewalt and others 
of the Joint Commission is providing us 
with the foundation for achievinz this re- 
sult. 

. I am impressed with the sounc. method- 
ology with which the study was designed. 
The proposed monographs reviewed ty the 
paper just presented, suggest Шат we shall 
have a very clear idea about every aspect of 
community need, as well as the available 
mental health resources. | 

It is impossible to pxedict the contribu- 
tion which the Commissions’ first mono- 
graph on current concepts cf pcsitive men- 
tal health may make in providing a refer- 
ence guide for our extenced. forays into 
the community. In my! opinion these cri- 
teria, which combine both the individuals 
definitions and the definitions of social 


adaptation are most valuable because of. 
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their flexibility. The gestalt concept—the 
individual in terms of his particular mo- 
tivations and environment—must be intrin- 
sic to treatment which aims at comfortable 
social adjustment. Thus, the suggested cri- 
teria of attitudes toward the self; integra- 
tion of functioning, autonomy, perception 
of reality, and environmental mastery en- 
courage an “individualized” focus in treat- 
ment planning, at a theoretical level. The 
Michigan findings that people of different 
socio-economic and educational levels value 
different satisfactions make different de- 
mands, and respond to different kinds of 
stress support this "individualized" defini- 
tion of mental health, at a practical level. 
Care must be taken in helping the individ- 
ual help himself, rather than having these 
agencies promote further dependency; 
otherwise the mental health programs will 
defeat themselves. 

In considering the implications of the 
information in this paper, we axe gratified 
by the confirmation of many of our current 
ideas about the causes of people's worries. 
The everyday problems of health, child 
welfare, employment security, and personal 
adjustment are difficulties which in most 
cases are amenable to therapeutic assist- 
ance either through environment manipu- 
lation or changes in personal attitude. It 
is satisfying to know that social trends to- 
ward assisting and increasing the individ- 
ual’s securities in these areas seem to com- 
plement psychiatric resources for main- 
taining mental health in the community. 

Much of the common sense meaning of 
these findings, and the way they confirm 
our daily clinical observations, derives from 
the Commission's decision to orient the 
study around individuals, rather than pro- 
fessional groups and services. This provides 
an "inside view," and a closer identifica- 
tion of viewpoint from which we can plan 
the broad mental health program. 

Perhaps I take particular satisfaction in 
the manpower studies. Аз а result of our 
1932 survey we warned about the need for 
fuller training of the general physician in 
psychiatry, and for increasing the number 
of psychiatric speci@lists. Now, the statistics 
in this study demonstrate that the general 
practitioner is the first source of help to 
which great numbers of people turn "in 
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time of trouble." His accessibility, and ex- 
tensive background knowledge about his 
patients are great assets in aiding them 
with emotional problems. The general pras- 
titioner is therefore a major asset to the 
manpower supply,. and one whose *re- 
sources and talents should be used to the 
utmost. : 

It is somewhat remarkable that there 
seems to be a certain lack of psycho- 
logical mindedness, even today, among the 
younger general practitioners and residents 
in the specialities. They give lip-service to 
psychiatry ; however, some tend to avoid 


it even while in training. Perhaps this lies 


in their need to grasp a vast amount of 
medical knowledge in a short time ; or in 
deficient preparation for psychiatric or 
psychological mindedness of their respec- 
tive medical schools. 

The same essential comments apply to 
the clergyman, to whose counselling large 
numbers of people entrust their emotional 
welfare. It would be interesting to know 
what position those individuals who first 
consult their clergyman occupy on the 
dimension of "psychological orientation" 
toward adjustment problems. I suspect that 
the clergyman has access to many individ- 
uals who do not easily consult а psychia- 
trist, at least in the early stages of illness, 
and that therefore his potential contribution 
to mental health may be doubly valuable. 

Current statistics verify not only the 
readiness of patients to consult psychiatrists 
in numbers disproportionate to the supply, 
but also the efforts of individual psychia- 
trists to manage this overload. An attempt 
to facilitate efficient use of our time, through 
organized community planning will un- 
doubtedly be beneficial to psychiatrists as 
well as to patients. 

The necessity for research is emphasized 
in this project. In this respect, one can de- 
tect a heartening interest across the coun- 
try, and in the increased availability of 
financial support of research. : 


The authors state that the trend toward - 


development of new services is in a way 
compounding our manpower problems; 
one can assume, however, that we who have 
long beaten the drums for better mental 
health methods and facilities are partly 
responsible for this. If our manpower prob- 
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lems are now complicated by what we 
have always known we needed, we can 
nonetheless make use of increased poten- 
tial services by an unprecedented amount 
of community organization, communication, 


‚ ап establishment of mutually accepting in- 


terprofessional relationships. Ours is the 


. position of leadership over this sprawling 


mental health community, and it is my 
opinion that this study by the Joint Com- 
mission will give us the functional "know- 
how" of better leadership than ever before. 

Having been closely associated with com- 
munity mental health problems for many 
years, I am interested not only in increasing 
the numbers of trained workers and the 
communication among those who are al- 
ready available, but also in the use of the 
total community in a better integrated 
sense. The problem of “hiatus” between 
the time of acute onset of mental illness 
and treatment is one which I feel is basic 
to other problems, such as later social re- 
habilitation and a broadened treatment 
conception. Not only is the patient himself 
more amenable to treatment at the outset 
of illness, but he is subjected to less "post. 
illness" stress if his employment, family, 
and other associations have not already 
been taxed to the limits of their resources. Т 
also feel that the developing "psychological 
orientation" of the general population cre- 
ates a society which more closely ap- 
proaches a "therapeutic milieu" in terms 
of both prevention and rehabilitation. 

In closing, I want to emphasize the in- 
debtedness we feel to the officers of the 
Joint Commission for their invaluable lead- 
ership, and my confidence that rapid prog- 
ress in national, state, and local organi- 
zation for management of mental health 
problems will be forthcoming as a result 
of their efforts. 


DISCUSSION 


D. Ewen Cameron, M.D. (Montreal, 
P. Q.3.—It is somewhat difficult to discuss 
5 paper since it is not clear whether it 
is the basic report of the Joint Commission 
or simply some notes on progress. However, 
it bears the names of the leading members 
of the Commission and is recorded in the 
program of the last annual meeting of the 
APA as reporting the findings of the Com- 
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mission and hence should properly receive 
our fullest scrutiny and consideretion. 

This report is based on by far ihe raost 
comprehensive survey of the mental hzalth 
resources of the nation hitherto carried out. . 
It has been at once heavily financed. and 
supported by a most imposing array of 
national organizations having interest in the 
mental health field ranging from “he.great 
to the tangential. The number апі the di- 
versity of advisers and consultant;, central 
and field staffs, have been as eloquent a 
testimony to the great size of the enterprise 
as has been the wealth of publicity ard the 
number of progress reports. 

In seeking standards adequate to judge 
the quality of an undertaking of these 
dimensions, the discussant may well feel 
uncertain where to turn. Fortunately, those 
responsible have also supplied à measure. 
The earlier announcements, though rot the 
later, stated that this was to be = "Flexner 
type" of report on the mental aealth re- 
sources of the nation. 

Flexners report was one of the great 
documents of American medizine. The 
rising supremacy of medical tra‘ning in the 
North American continent springs from the 
profound scrutiny, the uncomprcmising 
criticism of this man. He had the courage 
to condemn to oblivion the shoddy end the 
third-rate. His vision set the z-eat ideals 
and objectives of mecical teaching for the 
next half-century. 

When we turn to tkis report Ey the Joint 
Commission, we see that it—no Jess than the 
Flexner report—is a survey of the condi- 
tions of the times. A: this point similarity 
ends. Where Flexner recorded Lis vigorous 
criticism, his intolerance of whzt hz found 
amiss with medical education end, in par- 
ticular, where he set up the guideposts 
which we still follow, the Commission in 
contrast appears merely to reflect what its 
members have been told. If there is a re- 
ported lack of personnel, the Commission 
is in favour of more personnel If there is 
dearth of research finds, the Commission 
is in favour of more money. If a consider- 
able number of peaple go tc the clergy 
for help with their problems, the Com- 
mission is in favour of adding the clergy 
to their team—this despite the deplorable 
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record of clergy of all faiths with respect 
to the progress of medical science. 

It is difficult to see any place in this re- 
port where the Commission. offers firm 
and inspiring leadership and .no place 
where it sets great ideals and objectives 
for the future. The members of the Com- 
mission are against a reduction of effort on 
the part of the Federal training centres and, 
in an almost vigorous statement, they de- 
clare that, since we do not have enough 
trained people and not enough are under- 
taking traininz, we shall ultimately fail in 
our attempts to supply needed services 
usimg techniques based on our present 
knowledge of the cause and treatment of 
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mental illness. But the rest of the paper 
disposes one to favour the belief that this 
is simply something that the SE 
has been told.  . 

À first-rate survey must be based on first- 
rate questions, and first-rate questionsein 
turn require a vigorous imagination sup- 
ported by unsparing drive for excellence 
and an intolerance of the second-rate. The 
Commission, as it records itself in this 
paper, gives no leadership, no direction, 
no great objectives for the future. It is good 
only to the extent that it reports the vitality, 
the enthusiasm and the devotion to: be 
found in hundreds of centres across the 
country. 
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THE SETTING 


In 1956, stimulated by unfilled jobs and 
nationwide demand, the Office of the Med- 
ical Director of the APA, in Washington, 
issued the following statement : 


The problems of personnel shortages in psy- 
chiatric services are so overwhelming, so well 
known, so frustrating that they seem to threat- 
en the very possibility of progress. For lack 
of manpower whole programs lie in abeyance ; 
clinical facilities are hopelessly overtaxed and 
some perforce are closed to new admissions ; 
waiting lists are static; key positions, such 
as state commissionerships, superintendents 
of mental hospitals, directorships of psychi- 
atric clinics and professorships stand vacant 
for months and even years. Research crying 
to be done awaits the scientist to carry it out. 
Teaching and supervision, the key ingredients 
of programs which will vastly expand our hu- 
man resources are only sparsely available. The 
actual carrying out of preventive techniques 
is virtually a dream. Broad scale planning for 
the nation, state and community takes on an 
Alice-in-Wonderland atmosphere for there are 
no real people to fill the slots in the neat or- 
ganization charts that we conjure. So much is 
done by so few and our efforts are so thinly 
spread that total efficiency is шшш: of а 
low order( 1). 


THE PLAN 


In June 1958 authority was obtained from 
the Council of the APA to organize and 
seek funds for “A Manpower Project (Re- 
cruitment, Distribution and Utilization of 
Psychiatrists)" and on September 15 an 
agreement was reached with one of the 
authors to operate this project with a 
modest sum of money collected from 
private individuals and foundations. Con- 
sultants? were obtained, and tentative 


explorations were made under 6 headings : 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., E 27-May 
1, 1959. 

2 Director of Mental Hias Calif. | 

3 Director of Education, Letchworth Village, N. X. 

4 Commissioner of Mental Health, Mass. 

5 George Albee, Kenneth: Appel, Ward Darley, 


recruitment into psychictry, into the sub- 
specialties of psychiatry, into large em- 
ployment programs; geographical . fnal- 
distribution ; utilization of psychiatrists ; 
experimental placement in top positions. 

After 8 months we have gained sufficient 
experience to make a report cf observation, 
information collected, and outline a major 
study for the future.® 

In this paper we shall refer to 1. The 
manpower problem in general with special 
reference to scientific and professional per- 
sonnel; 2. The medical and general edu- 
cational pools from which psychiatrists 
are drawn; 3. Present knowledge con- 
cerning psychiatry ; 4. Subjective opinions 
from leading authorities. 

1. The General Manpower Situation. We 
are indebted to Professor EE Ginzberg and 
his associates in the Columbia University 
National Manpower Commission for a 
series of publications which form a major 
part of manpower studies of the last few 
years. Restricting ourselves chiely to scien- 
tific and professional personnel, we can say 
that these have grown in number much 
faster than the population. Fifty years ago 
there were approximately one million scien- 
tific personnel in the scientific, professional 
and related fields. There are now approx- 
imately 5 million. 

In spite of this, the demand <or scientific 
and professional personnel has recently 
exceeded its availability. It was toward the 
end of World War II that scattered warn- 
ings of inadequate sciertific manpower 
were first felt; and shorzly after Korea, 
these shortages were recognized as of criti- 
cal importance. Shortages of engineers, 
physicists and chemists were caused by a 
combination of expar.ded goods production 


Francis Gerty, Eli Ginzbu:g, Carlyle Jacobson, Lawr- 


ence Kubie, Howard Potter, Harry Solomon, Sidney 
Spector, William B. Terhune. 

6 As of Nov. 1959, the Executive Committee au- 
thorized a special committee of Dr. David Wilson and 
Norman Brill to develop the design for future work 
of the project, since Dr. Blain had become Director 
of Mental Hygiene in California. 
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and expanded defense ; whereas other short- 
ages, such as, nurses, teachers, rural doctors, 
psychiatrists and others in state hospitals, 
and competent administrators, have much 
longer histories and more complex causes. 

The demand for physicians comes from 
higher standards of health and a growing 
national income. Limited capacity and 
higher requirements of medical schools 
have restricted the expansion of doctors. 
Gross uneven distribution has accentuated 
the discrepancy. 

In general, shortages are the reflections 
of scientific discovery and technological 
change. Dr. Ginzberg and his associates 
comment, "The demand may fluctuate 
sharply in short run, but the size of supply 
will change slowly." The question arises, 
what methods can a democratic society 
utilize to insure a reasonable balance be- 
tween supply and demand for manpower, 
since the factors influencing these are not 
amenable to direct control? The Nation 
can follow two broad courses of action : 1. 
Try to alter distribution of men and women 
so as to increase the number preparing for 
work in fields where short supply is antici- 
pated; and 2. Expand the size of total 
college population so more will be educated 
and trained in each field. 

There axe undeveloped resources in the 
scientific and professional manpower field, 
summarized as follows : 


Only one half cf those who are capable are 
now entering college. Two-fifths of those who 
start college do not graduate. " Twenty-five’ 
of those who graduate have the ability to get 
doctors degrees, for everyone who actually 
gets such a degree. 


Therefore, one may say there are 3 groups 
in reserve whica perhaps could be tapped 
when the right Zormulae are developed : 1. 
High school graduates who do not enter 
college; 2. Those who start but do not 
graduate ; 3. Graduates who do not pursue 
post graduate training. 

And there is an additional hidden reserve, 


Capable ones who get low scores because of 
deficiencies in early schooling. These are in 
poor communities which spend little on edu- 
cation. Particularly fotnd among racial and 
ethnical minorities, many are handicapped by 
poor early education and later discrimination 
in employment. 
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It is quite obvious the supply of psy- 
chiatrists will be markedly affected by the 
general situation in scientific and pro- 
fessional manpower. . 

2. General Education and its potential- 
ities. Psychiatrists as physicians come frem 
the colleges and must compete with all 
professional and scientific manpower needs. 

Albee in his excellent treatise for the 
Joint Commission on Mental Illness and 
Health about to be published has some po- 
tent remarks about the educational world. 
He says shortages in mental health pro- 
fessions do not exist in isolation—there is 
a widespread shortage of highly trained 
people in a variety of professional and 
technical areas. There seems to be a per- 
vasive resistance to an allout educational 
effort by our country; resistant attitudes 
toward lengthy and difficult educational 
programs certainly affect recruitment into 
the mental health professions. Many edu- 
cators feel(2), 


The fundamental problem is a lack of appre- 
ciation or interest in intellectual achievement 
and the acquisition of knowledge which has 
grown up over a long period of time and 
which is reflected in our pervasive negléct of 
education plant, the low repute in which teach- 
ing is held, the lack of a ground swell of sup- 
port for education in the face of crisis. 


The Educational Testing Service in 1957 
points out that many of the students now 
attending college are less intelligent than 
others not attending college and that, in 
general, we are losing a very large number 
of high ability students because of the 
lack of financial support for their education. 

The paucity of the numbers of those who 
advance to positions of serious responsibility 
in the field of teaching, professional work 
and research is illustrated by the following : 

Of 10,000 college graduates (bachelors 
and first professional degrees), 


will obtain doctorate 


980 natural science 74, ° 
200 psychology 12 . 
1120 social science 24 
1200 humanities 24 
960 engineering 14 
1340 business and commerce 2 
1940 education 32 
1030 all other fields 6 
600 most 


health fields 


v. 


«ғ 
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Time does not permit extension of these 
remarks in this very serious matter relating 
to our deficits in the field of total education, 
of which medicine and its specialty, psy- 
chiatry, must be a very important member. 

$. Medical Graduates as а Pool from 
which Psychiatry is Derived. The pool of 
potential physicians is almost entirely re- 
stricted to those who at the end of their 
first year in college are interested enough 
in medicine to undertake premedical cur- 
ricula. 

Numerous estimates have been made 
about the shortage of physicians both now 
and in the future. The Presidents Com- 
mittee on Health Needs of the Nation has 
stated that doctors by 1960 will be short by 
between 25 and 45,000, and 1960 is only 
one, year away. Nurses will be short by 
50,000. The United States has a lower 
number of persons per physician than any 
country. in the world, but its distribution 
problems are serious. Howard Rusk in the 
New York Times has stated, 


To maintain our present physician population 
ratios of one to 730 for the Nation, we will 
need by 1975 315,000 physicians. We now 
have approximately 225,000 and our current 
rate of increase is about 3,000 compared to 
a need for a current increase of around 5,950 
per year. 


It is a well-known fact that it will take 
approximately 8 to 10 years for any new 


medical school in the planning phase to be. 


built, collect its faculty and graduate a class 
of seniors. There is some hope that a 10 or 
155 in annual graduation can be obtained by 
an increase in two-year medical schools 


` which will make up for the drop between 


the basic science two years and the, two 
years of clinical medicine which now oc- 
curs and is responsible for considerable 
attrition. 

3a. Shortages in Psychiatrists. There are 
approximately 13,000 physicians spending 
full time in psychiatry at this time.* Some- 
where .between 40 and 50% of these are 
certified by the American Board in either 
psychiatry, or psychiatry and neurology. 


*The number can only be increased by an 


increase in total number of physicians at 
present percentage or increasing the present 


percentage who go into psychiatry. Effort in 


7 Estimating APA membership at 85%. 
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this direction runs counter to needs of 
other specialties and threatens to imzair 
the present ratios. It would seem possible 
to justify an increase in view of the large 
preponderance of psychiatric patients and 
psychiatric needs and the need for consulta- 
tions to cultural and welfare and chronic 
disease institutions, such ‘аз educa-ion, 
courts, industry, prisons. This will, however, 
require definitive studies. 

The shortages of psychiatrists is related 
to the function of the psychiatrist, to the 
numbers that each individual psychiatrist 
actually do treat, and whether or not they 
select more difficult cases which demand 
great training and skill It has been said, 
perhaps facetiously, that if the number of 
patients seen by the average psychiatrist 
in the United States could be doubled, it 
might be an equivalent to having twice as 
many psychiatrists. 

One of the authors has mentioned 7 
ways of better utilizing present available 
personnel. These are: 1. By redefining the 
functions of psychiatrists, general physi- 
cians, psychologists, nurses, social workers, 
and others; 2. By reassigning duties and 
responsibilities of these groups ; 3. By dele- 
gating responsibilities from the more highly 
trained to the less highly trained with 
adequate supervision; 4. By modifying 
organizational structure and lines of author- 
ity to increase administrative efficiency ; 
5. By making greater use cf sccial forces 
and persons from outside (volunteers) and 
groups to assist in treatment ; 6. By increas- 
ing the skills of less highly trained personnel 
through a vastly increased inservice train- 
ing; 7. By decreasing our reliance on 
residential treatment in favor of dav hos- 
pital service with patients living at home, 
or in foster homes, or other simplified 
arrangements. 

It is obvious that one would hope for 
research break-throughs which migat sim- 
plify «treatment processes, prevent large 
groups from needing treatment. This re- 
source needs development to the extent 
that financial and other resources cirected 
toward research should parallel resources 
directed toward uWlization of present 
knowledge (treatment). 

One of the endeavors of tke pest year 
has been to bring up to date certain in- 


194 


formation related to physicians who ате, 
at this time, residents in training in ap- 
proved psychiatric training centers. This is 
а duplication of the study made in August 
1956 and shows some remarkable changes 
which have occurred between that year and 
Áugust 1958. Detailed analyses of these 
studies should be available shortly, but I 
ca report here briefly. In 1956 there 
were 2,074 residents ; in August 1958, 2,725, 
an increase of approximately 30% in two 
years. There has been an increase in the 
number of residents in each training in- 
stitution in ell states of the union except 
in two. The number of approved 3-year 
programs had increased in these two years 
by 30, 22 of which are in state hospitals. 
Of tremendous significance are the num- 
bers in training in the United States who 
are graduates of foreign medical schools. 
In 1956, 30.2% of all residents came in this 
category. In 1958, this percentage had risen 
to 40% of all residents in training. The 
follow up of the 302 in 1956 showed that 
one half of these had already obtained 
citizenship ; one quarter were intending to 
put in their naturalization papers. At that 


time the remaining quarter were intending ` 


to return to their own country. If one figures 
70% of 2,074 as against 60% of 2,725, it 
shows a total cf 1,351 residents in 1956 who 
attended American medical schools had 
expanded to 1,635 in 1958, a gain of 174 
American citizens. During these two years, 
there was also a change in the gross num- 
ber of students who attended medical 
schools outside the United States. This 
number had grown to 1,090 in 1958, an 
absolute increase of 468. No follow-up has 
yet been made of the probability of this 
group of 692 staying in this country or 
returning to their own. country. 

The APA Manpower Project is engaged, 
with the help of the Association of Amer- 
ican Medical Colleges, in a brief study of 
the applicants for residency training, which 
will develop information toward total and 
multiple applications, those who drop out 
of psychiatric training entirely and will 
provide an opportunity to study various 
groups in a more specialized way. 

It is important to stress again the fact 
that the function of the psychiatrist in 
meeting the needs of citizens in the overall 
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picture is obviously complementary to the 
efforts and activities of other groups with | 
whom psychiatrists must work. It is also 
obvious to us all that faced with drastic 
shortages in‘ the future, in case we are 
unsuccessful in increasing the number of 
those practising psychiatry and even though 
we alter their major function, may demand 
a serious reappraisal of ways and means of 
meeting the needs of the people in our 
general field, both of prevention and treat- 
ment as well as joining with others in the 
growth and development of health persons. 

4. Subjective Impressions of Psychiatric 
Authorities. Tentative feelers on each of the 
6 subjects considered in this exploratory 
year have been sent out to a selected list 
of 100 professors of psychiatry in the United 
States and Canada, committee chairmen of 
the APA and state medical societies, dis- 
trict branch offices. These staff memoranda 
are available in the office of the project for 
reference. 

Responses have been spotty but will be 
helpful for future studies. > 

Comments concerning recruiting from 
persons in responsible positions in training 
of psychiatrists are of special interest. 

It was suggested that placing a student 
early (perhaps in the first summer) in an 
investigative role under supervision of an 
older man who could furnish a stimulating 
“model” would be most helpful. 

Some felt that full-time teachers were 
essential, and one dean emphasized the 
ability of a teacher to transmit. enthusiasm. 

Many felt that the job of the Department 
of Psychiatry was to give sound and in- 
teresting courses to all some electives as 
well; there should be presented an over- 
view of psychological and behavioral factors 
as these permeate health and disease. Some 
expressed it this way : best recruiting is 
done by creating a "climate of letting stu- 
dents fend for themselves" ; let them "wait 
and see sick people and decide what 
interests them most." . 

One expressed his attitude toward suc- 
cessful recruiting as follows : 


Recruitment will be best achieved by increas- 
ing the number of graduates exposed to. psy- 
chiatric concepts, and by integrated teaching 
emphasizing the treatment potentials of psy- 
chiatry as rendering more effective the doctor- 
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patient relationship in all of medicine by alter- 
їзр the image of the successful psychiatrist 
from the analyst removed from the mainstream 
of medicine to the. psychiatrist-physician ‘by 
making the. material taught show less evidence 
of discordance, conflict and uncertainty. 


Others emphasized that the type of 
student selected might play a part in the 
number who choose psychiatry. It is of 
interest here to recall Parker’s findings that 
"anti-authoritative students like best psy- 
chiatry, pediatrics and public health"(3) ; 
whereas “authoritarian” types préferred 
surgery, radiology, internal medicine. 

Many felt psychiatric recruitment was 
deterred by rigidity of requirements to 
enter medical school, and furthered by ad- 
mission committees dominated by basic 
science because psychiatrists are too busy 
to serve. Public psychiatry is notorious for 
low salaries and petty restrictions. 

Where state hospitals present a “model” 
of psychiatric practices in some locales ; in 
others, old school psychoanalysis represents 
:all psychiatry, an extreme just as bad. Stu- 
dents and public feel “untreatable by psy- 
choanalysis means untreatable by any form 
of psychiatric therapy," hence hopeless. 

It was generally felt that more infor- 
mation on the graduates of medical schools 
who had gone.into psychiatry would be 
useful Changing faculty members in all 
departments was an important variable ; 
changes of attitudes in the 4 years and 
specific deterrents should be studied. 

А. serious deterrent towards recruitment 
in general was suggested in the "confused 
social attitudes towards the mentally ill,” 
and the fact that public hospitals were over- 
loaded with social misfits, many belonging 
elsewhere. 

А number of discrete topics for special 
studies were mentioned : studying a sample 
of residency programs; variety of needs 
in different localities, regions, states; the 
history:of the psychiatric resident in col- 
legé and before: his major interests, in- 
fluential -persons; define the area and 


“clarify the need for which manpower is ' 


needed. 

One person felt that psychiatry was doing 
as well as other specialties and a number 
agreed that in many schools those coming 
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into psychiatry represented the top of the 
class. 

5. Skeleton of a proposed study. The fol- 
lowing represents an attempt to outine 
a research study which is restricted t> a 
reasonable portion as it relates to psy- 
chiatrists. 


MANPOWER PROJECT | 
Proposep As BASE or DETAILED AnD Com- 
PREHENSIVE DESIGN TO BE WORKED Ост Over 

A Preriop or 8-10 Момтнѕ 


I. PURPOSE | 
То study and develop а concerted at-ack 
on shortages of psychiatrists. 

The national demand for рвусМа{ 151$ 
is such that, with present treatment tech- 
niques, it is evident that there is and will 
continue to be a demand for a greater 
increase in the number of available psy- 
chiatrists. 

. Despite this widely heralded shor:age 
of psychiatrists, there have Безо few 
studies of the dimensions of the shortzge, 
the geographical distribution of psychia- 
trists, training resources, subspecialist 
distribution, patterns of utilization of 

° psychiatric time and skills, or of tech- 
niques of recruitment. Of further impor- 
tance is some understanding of the reasons 
certain medical schools consistently pro- 
duce rather large numbers of psychiatists. 
There is also the question of possible 
upper limits of specialization in psy- 
chiatry in view of the total number of 
medical school graduates. 

During the past eight months, a few 
exploratory studies have been carriec out 
by the American Psychiatric Association's 
Manpower Project study group and this 
would appear an opportune time for 
greater definition of study design. 

. It is proposed that the balance of this 
year be devoted to designing a study to 
accomplish the following : | 

А. Systematic compilation and analysis 
of objective data on 

l. Psychiatrists in practice and train- 
in 

ү 2. Training resources 

3. Factors influencing individuels to 

enter psychiatry o 

B. Identification of the current and pro- 
jected demand for psychiatrists 

С. The study and evaluation of tech- 
niques to increase the supply of psy- 
chiatrists. 

This investigation will necessar-ly involve 
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a series of studies, each to supply informa- 
tion necessary for an understanding of the 
total psychiatric manpower picture. 


П. PROPOSED PROJECT OUTLINE (Tenta- 


tive) 


А. An analysis of the existing psy- 
chiatric manpower picture. 
1. Collection and compilation of data 
on the existing manpower picture 
a. In the United States 
b. More intensively on a local 
basis. (e.g. in one state, one local 
and rural area) | 
2. Analysis and description of the 
existing picture 
3. Identification of questions sug- 
gested by these data 
For the purpose of this study, a 
distinction is being made between 
demand for psychiatrists and need 
for psychiatrists. The size of the deficit 
in terms of need must await a careful 
studv of those functions which neces- 


sitate the skills of a psychiatrist and 


the determination of the frequency with 
which they should be carried out. The 
present. investigation will attempt to 
deal only with the concept of demand 
for psychiatrists. The need of these 
personnel, as previously defined, should 
be the subject of another study. 

Psychiatrist is defined as a physician 
whose major time is devoted to psy- 
chiatric practice, teaching, research, or 
consulzation, administration. 

À logical starting point to the broader 
study of psychiatrie manpower is that 
of examining closely the existing man- 
power picture. | 

Data are available from a variety of 
sources which when appropriately 
analyzed would yield a more ‘complete 
picture of U. S. psychiatric manpower 
than has thus far been presented. Such 
areas as the following would be 
studied : 

Азе and age changes of the man- 
power pool; sources of supply and 
their variations ; geographical dis- 
tribetion ; mobility of psychiatry and 
directions of change ; changes in the 

‹ picture of foci of concentration ; sub- 
specialty distribution ;'and changes in 
the ratio between private practice 
and the variety of employed posi- 
tions. 

It appears desirable to approach this prob- 
lem on a national, state, urban and a rural 
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level. À clear understanding of national psy- 
chiatric manpower is necessary in order to 
ascertain characteristics of the total pool, 
as well as shifts within this pool. Further- 
more, mobility among psychiatrists is such 
that state or local boundaries have relatiyely 
little significance. There is also an awareness 
that a rather limited number of training 
centers provides psychiatrists for the country 
as a whole and not solely for the areas in 
which these centers exist. The universe of 
psychiatrists in this country is sufficiently 
limited so as to permit a careful study of 
the total group. For this purpose, it is pro- 
posed to extend the American Psychiatric 
Association's Keysort punch card data to 
include a greater range of permanent data 
on all psychiatrists and to utilize IBM equip- 
ment so as to make the data more suitable 
for analysis. 

It is apparent, however, that data for 
the country as a whole do not answer the 
important questions for an individual state, 
or for specific urban or rural areas. The 
variations between such loci are enormous 
in terms of psychiatric manpower and avail- 
ability of training centers. Certain states, for 
example, do not have either a medical school 
or a psychiatric training center. Within a 
given state, there may be areas of very high 
and very low concentrations of psychiatrists, 
hence for any particular state a more de- 
tailed presentation is mandatory to assure 
an understanding of its manpower situation. 
Within any state variations may be great 
between rural and urban areas, each of 
which may have vastly different problems. 
А single state, as well as rural and urban 
area, might be chosen for study in this in- 
vestigation, with the aim of fumishing 
models for the use of individual areas. 

B. Techniques of increasing the supply 
of psychiatrists 
1. Identification of possible tech- 
niques of increasing the supply of 
psychiatrists 
a. Nationally 
b. Locally 
9. Evaluation of such techniques 
It may be anticipated that analysis of 
the data relative to current psychiatric 
manpower will suggest a number of tech- 
niques for increasing the supply. In addi- 
‚ tion, a survey of the literature, a reviews 
of current practices in recruitment into 
psychiatry, and a canvassing of authorities 
for suggestions in this area will also yield 
other possible avenues on techniques for 
increasing the supply of psychiatrists. It 
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is proposed following such a compilation | 
‚ of techniques to make a careful analysis of 
their relative merit and effectiveness, 
С. Future projects and studies 
1, Studies indicated but not included 
e іп scope of original project. In consider- 
ing what the scope of the proposed 
study should be, many areas of interest 
were excluded in order to narrow the 
investigation. As an example, the ques- 
tion of whether the time and skills of 
psychiatrists are currently being used 
to best advantage is not included, nor 
is there included an attempt to measure 
the effectiveness of present training 
methods. 

2. Studies suggested by project find- 
ings. In the course of collecting and 
analyzing study data, it is expected that 
topics requiring separate investigation 
will be developed. 

3, Operational studies to test findings 
and conclusions. Both during the course 
of and following the study, changes 
might be tried out on an operating 
basis. Information can be made avail- 
able to individuels and organizations 
concerned so that they may follow up 
as they wish. For example, if it should 
appear that the hypothesis that summer 
placement of medical students in state 
hospitals results in a greater movement 
of psychiatrists into state hospitals, co- 
operative ventures between medical 
schools and state hospitals can be ar- 
ranged to further test out findings. 

Budget : 

Remainder of Calendar Year-1959 
Consultants (per diem and 
travel), secretarial assistance, 
supplies. This includes 3 psychi- 
atrists in addition to Dr. Blain, 

a sociologist, and a, personnel 
administrator (all in California) 
as well as the existing Advisory 

` Committee. This is cited as а con- 
servative sum for the remainder 


of the calendar year $ 8,000 
* Continuation of studies of resi- 
» dents and other pilot investiga- 
tions in progress. 4,000 
TOTAL $12,000 
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SUMMARY 


In summary, may I state that, with the 
help of а number of foundations which 
have contributed a total of approximately 
$27,000, the first year has proved to be 
largely a matter of exploration rather tnan 
definition. A large number о? in:erestng 
contacts with leading professiona. grcups 
have been made. A tremendous amount of 
interest has been developed in tke study. 
Many suggestions have come toward mod- 
ifying it in one direction or another, per- 
haps most important has been the sugges- 
tion that since this is such an enormcusly 
important project, it must be done well or 
not done at all. 

The activities of the consultants have 
been extremely helpful. It has bees of 
particular interest to note that the еу 
successful National Manpower Council 
working with Dr. Ginzberg and his asso- 
ciates also came to the end of their first 
year remarking that, in spite of cézeful 
planning, the first year had turned out to be 
largely exploratory. 

Of great interest was Dr. Ginzberg’s 
remark that no definitive plan for approach- 
ing manpower studies had yet b2en devel- 
oped. 

The conclusion after 8 months of effort 
with a small staff is that the time is now 
come to enter into an intensive efor: over 
a number of months, mainly to design a 
series of studies and operations which will, 
in time, enable progress to be made :2 this 
problem. Accordingly, a staff of competent 
technicians in research design, psychiatric 
and sociological personnel with clinical and 
teaching experience will work with the 
national consultants to produce such a 
program as may receive financial support 
over such a period of time as necessary for 
this important subject. 
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THE DEVELOPMENT OF AN EFFECTIVE STATISTICAL SYSTEM 
IN MENTAL ILLNESS? у 


ANITA К. BAHN ? 


Mental illnesses constitute a public health 
problem of considerable magnitude, but 
data on the exact dimensions of the prob- 
lem, the prevalence by time and place, and 
the relative risk of occurrence for various 
population groups, are greatly limited. Re- 
cently I had the opportunity to review the 
history of the national collection of mental 
illness statistics in this country. It is inter- 
esting to note the evolution of the public ap- 
proach to this problem. 

The 1880 census of the United States 
attempted to count “the number of mentally 
il and defectives not only in institutions 
for their care, but also in jails, almshouses, 
other institutions and at home.” By 1904, 
the census was limited to the “insane and 
feebleminded in institutions ; those outside 
institutions were excluded on the grounds 
that their number could not be enumer- 
ated.” Beginning with 1923, the Bureau of 
the Census, and later the Public Health 
Service, has conducted separate annual 
surveys of patients in mental institutions 
and in institutions for mental defectives and 
epileptics. As a postlude to the development 
of outpatient psychiatric clinics since the 
turn of the century, in 1954, a national re- 
porting program on the outpatient psy- 
chiatric clinic population was initiated by 
the National Institute of Mental Health in 
cooperation with state mental health au- 
thorities. 

Today, our long-range objective in the 
collection of statistics coincides with that 
original goal in 1880. There is recognition 
that a complete descriptive count of the 
mentally ill, whether or not seen in a psy- 
chiatric facility, is needed for epidemio- 
logical studies and for programming of 
mental health services. But today, we plan 
to achieve this goal in a more scientific and 
sophisticated way, using objective criteria 
and validated evidence of mental illness. 


1 Presented at the annal meeting of the Maryland 
Public Health Association, Easton, Md., Oct. 9, 1959. 

2 Chief, Outpatient Studies Section, Biometrics 
Branch, National Institute of Mental Health, Bethesda 
14, Md. 
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We are still far from such an accompfish- 
ment, which must be approached system- 
atically through successive and progres- 
sively more difficult stages. 


It is likely that Maryland will be one of 


the first states to take certain major strides 


towards this goal, and that it may serve as 


a model statistical laboratory for studies 
elsewhere. In an intensive methodological 
study this past year on the outpatient psy- 
chiatric clinic population in Maryland, 
with the assistance of the Johns Hopkins 
University School of Hygiene and Public 
Health, some of the problems of definitions 
and data collection in this feld were re- 
solved. Reports were obtained on every 
Maryland resident seen in an outpatient 
psychiatric clinic. 

This is no small achievement, considering 
that some 60 clinics participated in this 
reporting system, submitting data on about 
10,000 patients. This accomplishment re- 
flects the fine cooperation of the personnel 
of the clinics and of the various program 
agencies for mental health : the State Health 
Department, the State Department of 
Mental Hvgiene, the Baltimore City Health 
Department, the Veterans Administration, 
and the National Institute of Mental 
Health. As a result it is possible for the 
first time to compute rates of admission to 
and discharge from outpatient psychiatric 
clinics by demographic and diagnostic 
characteristics, to enumerate the number 
under clinic care at any specified time, 
to determine how much and what kinds 
of services outpatients receive, and the dis- 
position made. These data will continue to 
be collected to provide information on 
changing patterns of services for the men- 
tally ill. We are now preparing a compre- 
hensive analysis of the data collected for 
the first year. 

In addition to the reports on its own, 
institutional population, the State Depart- 
ment of Mental Hygiene plans to obtain re- 
ports from the Veterans Administration psy- 
chiatric hospital, all private mental hospi- 
tals, and general hospitals which treat 


- 
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psychiatric patients who are Maryland res- 
idents. 

These are the first stages in the collec- 
tion of research information on the distribu- 
tion of mental disorders in a state or com- 
munity. What is the next step Р Those who 
are familiar with services to the mentally 
ill will recognize that although data on 
outpatient and inpatient psychiatric serv- 
ices are essential for mental health program 
planning, there are limitations to the useful- 
ness of separate statistics for each type of 
facility. Today, hospitalization or clinic 


visits may be only one of a long series of - 


psychiatric experiences for an individual. 
А person may be referred to an outpatient 
psychiatric clinic for diagnosis, admitted to 
a hospital, discharged to outpatient follow- 


. up care, perhaps readmitted to a hospital 


and so forth. Changes in treatment methods 
and hospital policies, and increases in the 
number and kind of psychiatric facilities— 
open hospitals, day and might hospitals, 
half-way houses, psychiatric wards in gen- 
eral hospitals—have resulted in a more com- 
plex and fluid service pattern designed to 
meet more of the particular needs of the 
mentally ill. 


What is the reseaxch implication of these. 


changes in mental health service programs ? 
The rate of first admission to state menta] 
hospitals is less and less useful as an index 
of the incidence of serious mental disorder. 
We can no longer look at only one psychi- 
atric experience of an individual for mean- 
ingful study of the epidemiology of mental 
disorders or of the psychiatric care re- 
ceived. Without collation of information 
reported on the same individual by differ- 
ent facilities, it is not possible to answer the 
following kinds of questions : What is the 
unduplicated count of individuals by age, 
sex, color and diagnosis who are admitted 
to, discharged from or under the care of 
a psychiatric facility within the year ? What 
number of individuals are admitted to a 
psychiatric facility for the first time this 
year ? What is the relative risk of admis- 
sion for each population group ? What pro- 


"portion of individuals diagnosed for the 


first time in a psychiatric clinic is subse- 
quently admitted to a psychiatric hospital 
within X years after clinic discharge ? Is 
the number and composition of the psychi- 
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atric population seen in osychiatric facili- 
ties fairly constant from year to year, or zze 
there substantial increments and decre- 


‚ ments each year ? Are there any urkan-rural 


differences in admission rates and subse- 
quent psychiatric experience ? 

. The next research step, therefore, logical- 
ly is the development of a coordineted re- 
search file on the inpatient and outpatient 
psychiatric population. Prerequisite Сог 
such a file is xeporting by all of the psy- 
chiatric facilities in an area on each adrris- 
sion and discharge, including reporting of 
the patient's name. The sole purpose of zhe 
file would be the effective utilization of zhe 
routine reports from psychiatric facilizes, 
for epidemiologic and administrative re- 
search. Plans are underway for such co- 
ordinated reseach on all known psvchiairic 
patients in the state. The following types of 
statistica] studies are contemplated : 


Incidence of diagnosed mental disorder by 
psychiatric classification, age, sex, color and 
urban or rural residence, based on number of 
individuals who are first reported under zare 
of a psychiatric facility during a year. | 

Diagnosed prevalence based on undupli- | 
cated counts of patients under care of a psy- 


- chiatric facility as of a given date or d-ring 


some defined interval of time. ' 

Longitudinal or followup statistical studies 
of diagnosed cases, based on routine reports 
received from psychiatric facilities. Т5 will 
include, for example, stucy of changes ir. diag- 
nosis and psychiatric care for individuals who 
come into the psychiatrie population at dif- 
ferent ages, probability of readmissior to a 
psychiatric facility within a speciBed period 
after discharge, etc. Thus we may begn to 
obtain more definitive data on the nztural 
history of the various types of mental illness. 

Estimates of the psychiatrically ill pcpula- 
tion known but not under care during {е year, 
based upon various assumptions with rezerd to 
duration and activity of the illness, sample 
studies of records of the social service ex- 
change, etc. 

Special research such as genetic studiss and 
studies of the relation between reportez psy- 
chiatric illness and suicide and police cases. 


These statistics will be available no: only 
on a statewide basis 4but also by county 
so that health officers can know the mag- 
nitude and characteristics of dizznosed 
mental illness in their locality. 


M 
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DISCUSSION 


Research of this type and scope, although 
applied to other chronic illnesses such as 
cancer and tuberculosis, has never been 
undertaken before for mental illness, either 
in this country or elsewhere on a statewide 
basis although it is being attempted in a 
number of communities. Reporting proce- 
dures, survival rates and other aspects differ 
in this health field. Methods for the main- 
tenance of the files and for the analysis of 
the data, therefore have to be developed. 
° Since practically all of the basic informa- 
tion needed for such a project is now or 
will soon be reported on a current basis, 
there is no question that the efficient use 
of these data as outlined is the next step 
in systematic research on community as- 
pects of the care and treatment of the 
mentally ill. It is a challenging experiment 
and is possible only through the continued 
cooperation of the clinic personnel and 
agencies in tais field. 

Now let us look, however, still further 
ahead to other progressively more difficult 
research. The individuals who go to psy- 
chiatric facilities may represent a highly 
selected sample of those mentally ill. We 
know that there are long waiting lists for 
admission to some clinics, that not all those 
referred to a psychiatric facility go there, 
that psychiatric illness may be undetected. 
The availability of psychiatric and other 
community fzcilities, number of hospital 
beds, and admission policies are selective 
factors affecting the number and kinds of 
patients seen. 

Therefore, a still more advanced stage 
of research on the distribution of mental 
disorders is to broaden the base of our data 
in at least some communities. This means 
reports from private psychiatrists, gen- 
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eral practitioners, social agencies, courts, 
schools, marriage counselors. Sample house- 
hold interviews represent a still finer screen- 
ing device for case finding of mental dis- 
orders in a total community study. 

Some very difficult methodological ptob- 
lems are inherent in such studies : the defi- 
nition of mental illness, case finding meth- 
ods, the determination of the approximate 
date of onset of the disorder and its dura- 
tion and presence or absence at any time. 
Despite difficulties, these problems must 


be solved in order to answer а basic ques-, 


tion : What is the relationship between data 


on the mentally ill seen in psychiatric facil- . 


ities and mental ilIness in the general pop- 
ulation P | 

Several one-time community studies have 
already been carried out or are underway 
—studies in Yorkville, New York and in a 
county in Canada are recent examples. 
There have also been two well known 
surveys in Baltimore: the study in 1936 


of mental illness in the Eastern Health 


District by Lemkau, Tietze and Cooper 
based on medical and social agency records, 
and a study in 1952 of mental illness and 
other chronic disability by the Commission 
on Chronic Illness, based on household sur- 
vey and clinic. examination of a population 
sample. | 

I hope that within several years, a start 
can be made on a continuing study of psy- 
chiatric illness in some Maryland commun- 
ity or communities based on case finding 
methods applied to the general population. 
Such a study could provide more complete 
epidemiologic information than studies 
based on the psychiatric patient population 
alone. In addition, if continued for a num- 
ber of years, such a study could provide for 
the first time prospectively collected data 
on the natural history of mental disorders. 
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FURTHER DEVELOPMENTS IN THE DAY HOSPITAL ! 


T. J. ВОАС, M.B., Сн.В.? 


The Day Hospital at the Allan Memorial 
Institute was the first in the field. After 12 
years of operation it exhibited difficulties 
which required an extensive reorganiza- 
tion. In the course of this we examined the 
basic premises on which it operated, and 
took advantage of an excellent opportunity 
to review the history of the day hospital 


` as an institution, and the place it occupies 


in the field of psychiatric practice. 


HISTORY 


The many arguments which have been 
advanced to support the notion of the day 
hospital fall under 3 main headings, name- 
ly, economy, preservation of the family 
group and community contacts, and mim- 
imizing the ill effects of hospitalization— 
principally over-dependency. 

If one looks at how day hospitals actually 
came to be set up they have developed in 
3 different situations. 

1. Аз a new part of an existing hospital, 
where something less than full inpatient ad- 
mission is desired. This approach is mainly 
identified with Cameron(1). 

2. As а development from social clubs 
and similar organizations when it is found 
desirable to provide more treatment facil- 
ities. This is seen in its clearest form in 
Great Britain and is identified with Bierer 
(2), who apparently adopted the name day 
hospital from Cameron. 

3. Аз a manifestation in the terminal 
phases of hospital treatment of inpatients, 
as described, for example, by Gilmore(3) 
and by Barnard её al.(4). Developments 
of this type have tended to remain informal 
and have not stimulated interest and 
growth to the same extent as the first two. 

The first psychiatric day hospital as such; 
was opened by Cameron(1) in 1946. There 
had been informal forerunners of this ex- 
periment, for instance in 1935, Woodall(5) 
treated neurotic patients at Adams House 


i Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 
~ 2 Assistant to the Director, Allan Memorial Inst, of 
Psychiatry, Montreal, Quebec. 


on a day basis. According to Aron and 
Smith(6), Dr. Helen Boyle admitted day 
patients to the Chichester Hospital in Hove 
as far back as 1938, but no other report of 
this can be found. There is also a report 
of a social club for old people, set up in 
New York in 1943, which grew into г lar- 
ger centre(7). During this period, in Eng- 
land, Bierer(2) was approaching the same 
goal by a different route. From 1944 on, he 
began to think of his therapettic social 
clubs as leading to something like the day 
hospital and opened his day hospital in 
1948 as a separate institution vnattached 
to any parent hospital. Other developments 
in Great Britain have been modeled on 
Bierer’s plan(6), or have followed a similar 
development(8). Others have been mod- 
eled on Cameron's earlier description, e.g. 
those at the Maudsley and Bethlem Hos- 
pitals described by Harris(9). In North 
America after a slow start, there has been 
steady spread. A day and night centre was 
set up in the Yale Psychiatric Clinic in 


. 1948-49(3). Moll(10, 11) at the Montreal 


General Hospital first developed a de hos- 
pital modeled on Cameron’s description 
but adapted to a smaller setting, anc. later 
expanded it in the form of а night centre, 
so that the same space is utilized through- 
out the 24 hours. In 1958 the Day Hospital 
Conference organized by the American 
Psychiatric Association( 12) underlined the 
rapid development, ard the multiple appli- 
cations of this concept, in many areas of 
psychiatric endeavor. To complete this 
brief historical sketch one should note that 
this new therapeutic setting is being 
adopted by other branches of medicine. 
Cosin(13) set up a Geriatric Day Hospital 
in Oxford in 1955 and in the Roval Victoria 
Hospital a 20-place day hospital for pa- 
tients in the Department of Internal Med- 
icine is a part of the current building pro- 
gram. 


THE DAY HOSPITAL AT НЕ ALLAN MEMORIAL 
INSTITUTE 


The day hospital at the Allan Memorial 
Institute had remained relatively un- 
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changed in its structure and functioning, 
other than an increase in patient load and 
some improvement of quarters, unti] 1958 
when it was extensively re-organized, as 
I shall describe. Some aspects of these 
changes have already been reported else- 
where(l4, 15). From the start in 1946, 
the day hospital was set up as a consciously 
plamned experiment in the provision of a 
new treatment setting. It was an integral 
part of the Institute and accounted for a 
sizeable proportion of the patient load. 


At the start, with 20 places, it carried one 


third of our hospitalized patients. In 1954, 
when the Institute expanded, the day hos- 
pital grew to 40 places maintaining the 
same ratio. 

To convey a clear picture it is necessary 
to outline the overall setting. The Allan 
Memorial Institute is, itself, part of a gen- 
eral hospital. The Institute is entirely open. 
At the most, about one-quarter of our day 
hospital patients have been transferred 
from the inpatient side. The day hospital 
does not operete only as a half-way house 
on the way to discharge but as one estab- 
lished resource in the hospital with its own 
sphere of usefulness. Patients are trans- 
ferred actively in and out of it according 
to their current requirements. All forms of 
physical treatment are available on the 
day hospital except deep insulin coma. 
Patients are not selected in terms of diag- 
nostic category. The principal criteria are 
their ability to travel, and the feasibility 
of their continuing to live at home during 
treatment. At times when there is a large 
waiting-list for inpatient beds, it is neces- 
sary to treat seriously disturbed patients 
who would normally be admitted day and 
night. As well as drawing on the general 
services of the Institute, clinical respon- 
sibility for patients is divided among 4 
public ward services, each of which has 
patients on all wards, including the day 
hospital. This division of medical respon- 
sibility for the group as a whole, means 
that the nurses on the day hospital oc- 
cupy a central position in its social struc- 
ture(14). 


REORGANIZATION 


The reorganization in January 1958 was 
brought about by difficulties of which we 
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had become increasingly aware during 
the previous two years, In spite of the 
demonstrable usefulness of the day hospital 
over the years and the devising of tech- 
niques to manage a wider range of patients, 
we had begun to experience growing gif- 
ficulty in maintaining an adequate level 
of occupancy. We were well aware of а 
number of contributing factors which were 
beyond our control 'There had been a 
steady growth of other psychiatric facili- 
ties in the city. The major hospital insur- 
ance schemes refused to recognize the day 
hospital for insurance payments so that 
treatment there cost an insured patient 
more out of pocket than if he was admitted. 
We had developed a range of ambulant 
treatment facilities in the Institute and 
these were to some extent competing with 
the day hospital. A further reason, of which 
we were not aware when the reorganiza- 
tion started, but which became obvious as 
it proceeded, was the need to formulate 
a program on the day hospital which was 
specific to it, and therefore, capable of 
attracting its own category of patients. With 
some slackening of the pressure for admis- 
sion due to the first 3 causes, this last be- 
came decisive. 

The reorganization primarily took the 
form of integrating within the day hospital 
the other ambulant treatment facilities 
which had developed separately. We had 
developed a program of outpatient. follow- 
up psychotherapy to deal with problems 
that had been investigated, defined and ini- 
tially worked on during the patient's brief 
stay in hospital. The new organization en- 
abled us to co-ordinate this therapy with 
other elements of a more extensive thera- 
peutic program. We had, -many years be- 
fore, established a therapy unit, which pro- 
vided physical treatments for outpatients. 
We had found it useful in the therapy unit 
to institute an evening clinic where these 
patients could come after work, usually for 
ECT or somnolent insulin, thus aveiding 
time off work. The special schizophrertic 
follow-up program aimed at maintaining 
therapeutic contact with our. schizo- 
phrenic patients throughout a long period 
of rehabilitation—a minimum of 2 years 
and much longer in some cases. Another 


special group of patients chosen for long- 
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term contact were those who had ex- 
perienced recurrent depressions, usually 
of the manic-depressive group with re- 
peated admissions and disruptions of fam- 
ily life and work. These patients are carried 
on* prophylactic ECT as originally de- 
scribed by Stevenson and Geoghegan(16). 
We eventually extended this to recurrent 


` and relapsing depressions in the involu- 


tional period. More recently we have set 
up a similar group of geriatric patients 
who are followed over a prolonged period. 
Another activity which was integrated was 
the use of the occupational therapy depart- 
ment. This had become increasingly used 
for patients to. follow up а new interest 
developed in hospital, on a part-time basis 
following discharge from the phase of in- 
tensive inpatient treatment. Here an in- 
creasing number of old people attended 
regularly as groups. In addition to normal 
case work, there had developed within the 
social service department a special volun- 
teer program which provided well-mo- 
tivated and suitable volunteers who ex- 
tended the help of a friendly relationship 
to patients who specifically needed this 
during the post-hospital phase of resettle- 
ment. 

Other activities within the hospital, while 
not actively integrated in the program, 
were closely coordinated with it when re- 
quired. These included referral to small, 
closed, long-term psychotherapeutic groups 
in the extension department and member- 
ship in our ex-patients’ social club. Co-op- 
erative ventures with various outside agen- 
cies provided us with help, e.g. the rehabil- 
itation centre for vocational problems, and 
a program established with the help of the 
Victorian Order of Nurses to provide a 
home visiting service for patients on am- 
bulant treatment. 

These activities had grown to the point 
where they needed space and staff which 
simply were not available. An initial ad- 
vantage of integration was the creation of 
a larger unit within which space and staff 
could be used more flexibly and efficiently. 


- An ultimately more important advantage 


was making these services readily avail- 
able in combination with one another or 
with some part of the full-time day hospital 
program. We aimed at providing services 


on a continuum from fulltime day hospital 
care (9 a.m. to 5 p.m. 6 days weekly) to 
occasional widely-spaced visits. A suitz5le 
grouping of treatment coald be prescribed 
to fit the needs of each patient. In formu- 
lating the range of services it was necessary 
to define the limits of the continuum. At 
one end it faded off intc complete loss of 
contact with the hospital. but at the other 
we had to make some statement as to the 
services that should be >rovided for Full- 
time day hospital care. In doing this we 
were led to a reformuletion of the basic 
premises underlying menagement of the 
full-time day hospital setting and, subse- 
quently, to radical chanzes in the setting. 
These changes set up new sequences of 
change which had not been predicted at 
the start. 

At the time, our preciction was that it 
might shrink still further or might even 
cease to exist, being rep.aced by more and 
more part-time treatm2nt. However we 
had to consider what the characteristics 
of such a full-time settng should be and 
whether it was possible +o devise a program 
that would be specific :о it, anc. different 
from an outpatient cliniz, on the one hand, 
and full-time inpatient treatment, on the 
other hand. It was clear that we must pro- 
vide for orthodox "medical treatment, 
including physical . treatments, sedztion, 
adequate physical exarcination aad irvesti- 
gation, care of confused patients, etc. These 
were necessary parts of a comprehensive 
treatment program, and, in addition, we 
had to care for a certain number cf dis- 
turbed and confused patients awaitizg in- 
patient beds. However. in these tradidonal 
activities there lay the risk of provoking : 
excessive dependency needs. The absence 
of a bed disrupted tne traditional roles 
of the hospital patient and of the nursing 
staff. Activities oriented around bedside 
nursing were not appropriate to the situa- 
tion of a patient on the day hospital, and 
it was necessary to put something in their 
place if healthy interactions were to be 


_ possible. We started with the working as- 


sumption that for the majority of patients 
referred to the day kospital the develop- 
ment of multiple re.ationships within a 
group was not only possible, but was also 
therapeutically desira5le. It was therefore 
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necessary to foster development of a strong 
democratic group structure on the ward, 
the activities of which led away from de- 
pendence on the hospital, and towards 
establishment of progressive defences, and 
independent and responsible functioning. 
Such development was conceptualized as 
occurring in 4 steps. 

b Undertaking activities together so 
that a structured group with strong rela- 
tionships between its members could, in 
fact, develop. 

2. Discussion of these activities and ver- 
balization of the emerging interactions. 

3. Interventions by the staff lending sup- 
` port and prestige to the idea of progression 
towards independence and encouraging a 
“psychological” attitude, i.e. perception of 
daily events and interactions on the day 
hospital as an acting out of the patients’ 
internalized conflicts. 

4, Working toward reality solutions, in 
the spheres of work, family life, develop- 
ment of new sublimations, etc. 

In practice, these changes were imple- 
mented by the introduction of a program 
of group activities which later developed 
and changed as the day hospital developed 
a social structure of its own and methods 
of expressing demands and formulating 
new institutions to satisfy them. 

First, and most important of these ac- 
tivities was the discussion hour. This took 
place daily from 1 p.m. to 2 p.m. and was 
attended by all patients wlio could be 
persuaded to come and all nursing staff 
who were free. It was conducted by the 
head nurse, the central figure in the social 
system of the day hospital. In so far as the 
discussion hour served as the principal 
arena within which the issues of life on the 
ward could be thrashed out it was impor- 
tant that her role within the group con- 
form to the reality of her day-by-day posi- 
tion in the day hospital. We did not ex- 
pect the nurses to offer deep interpretations 
of unconscious behaviour. Their general 
aim was to orient.patients towards under- 
standing, towards rehabilitation and inde- 
pendence, and to the use of other sources 
of help available in the hospital. 

Other groups met less frequently, usually 
weekly, and by and large served the pur- 
poses of Step 4, i.e. working towards real- 
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ity solutions. А socio-drama session was 
devoted to acting out current situations on 
the day hospital or from life outside. For 
patients who were not ready to deal with 
current reality situations, the showing of 
psychiatric movies offered more neutral 
visual stimuli and opportunities for iden- 
tification, On the basis of individual needs 
patients were referred to a number of 
special groups under the leadership of 
social workers, each dealing with a par- 
ticular problem area. For example, the 
"work group’ dealt with problems of em- 
ployment, not only realistic difficulties in 
obtaining work and the offering of direct 
help and guidance in this, but, also, such 
questions as the meaning of work in our 
society, and the specific blocks and difficul- 
ties of individual patients. Another such 
group dealt with family problems and an- 
other with problems of social isolation. 

Other activities were started with the 
help of the occupational therapy depart- 
ment and volunteers utilizing social and 
diversional content to structure the group 
and its daily routine. 

These examples must suffice to give some 
idea of the content of the program. 


RESULTS 


During the early stages, we were con- 
cerned about the effect on the group 
structure of the day hospital of dilution 
with large numbers of part-time patients 
and the disruption of activities by the in- 
crease in traffic. We feaxed that the group 
might disintegrate under these conditions 
so that we would be left with a hetero- 
geneous collection of patients, meeting 
one another irregularly, and developing 
only tenuous relationships. However, there 
were also signs that the group, faced with 
this threat to its existence, began to tighten 
its boundaries, became more exclusive, and 
emphasized the differences between full- 
time day hospital patients and part-time 
patients. Before the precarious balance 
between these two effects was resolved it 
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ceased to be a relevant issue, as a new and, 


unexpected phenomenon appeared. The 
initiation of the activity program among the 
full-time patients produced a remarkable 
revitalisation of this group, and a period of 
rapid growth commenced, The new. ac- 
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tivities served as a framework within which 
spontaneous developments occurred and 
these were accompanied by a rise in oc- 
cupancy and an upsurge of new referrals. 


. Within 3 months, we had, for the first time 


in*years, a waiting list for full-time admis- 
sion. The improvement in morale showed 
itself, not’ only in patients, but also in the 
staff. Staff members who had initially been 
skeptical and resistant were won over and 
became active participants, Its relevance 
to the needs of patients was attested not 
only by the more numerous referrals but 
also in the increased readiness of patients 
to accept treatment on the day hospital 
and to maintain their attendance. 

These changes, of course, had their im- 
pact on other. parts of the hospital. . The 
day hospital acquired a new prestige and 
patients were increasingly willing to be 
transferred to it. Patients on other wards 
pressed to join in activities set up on the 
day hospital and to adopt them on their 
own wards. The program stimulated inter- 
est among nursing staff in the possibilities 
of milieu therapy on other wards. 

These rather dramatic developments 
have overshadowed to some extent the 
other changes and the consolidation of a 
smooth and more flexible integration. 
Other unpredicted factors which have in- 
fluenced the situation are the use of tran- 
quilizers and the recent introduction of safe 
and effective anti-depressant drugs which 
have diminished the number of physical 
treatments given. These developments have 
served to emphasize the need to maintain 
flexibility and an open mind to new devel- 
opments, They emphasize the importance 
of setting up new services in such a way 
that they are not rigidly tailored to the ap- 
parent needs of the moment, but can grow 
and respond to the changing patterns of 
therapeutic needs and techniques. The day 
hdspital now offers us the possibility of 
combining a wide range of different types 
of treatment into complex patterns which 


* are tailored to the needs of the individual 
. patients and can be readily varied as these 


needs change. With this resource we can 
treat many patients who otherwise could 
not be carried in a short stay hospital. 
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DISCUSSION 


Such changes as I have described must 
be seen against a wider canvas. Historical 
developments led to the growth of the Erge 
state hospitals in North America which deal 
with the largest group of psychiatric pa- 
tients. More recently, another kind of osy- 
chiatry grew up, to some extent prac ced 
in clinics, but largely associated with pri- 
vate practice. In a recent paper Maclver 
and Redlich(17) pointed up the lack of 
contact between these -wo areas of prac- 
tice to the point where we have а diff=rent 
kind of psychiatrist inhabiting each camp. 
The existence of these widely separated 
concentrations makes it all the more im- 
portant to explore the hinterland between 
them. The day hospital should be sezn as 
one of the attempts to formulate treatment 
settings which offer more control and 
protection than office psychotherapy with- 
out going to the other extreme of depri- 
vation of civil rights and commitment to a 
closed hospital. Althouzh others had used 
such part-time treatment informally ezrlier, 
Cameron's setting up of the day hospital in 
1946 initiated a new series of developments 
because it set up an empirically defined 
unit on a regular and continuing basis, be- 
cause an attempt was made to delineate 
for it a particular area of usefulness, be- 
cause it represented a practicable and self- 
supporting service which satisfied a com- 
munity need, and because he devised an 
elegant and evocative title for it. The con- 
siderations adduced emphasize the im- 
portance of defining the ckaracteristics of 
such experimental settings as clearly as pos- 
sible so that their performance may be 
evaluated, of formulating a rationale for 
their mode of functioning, and of setting 
them up from the bezinning so as to en- 
courage the emergence of new permuta- 
tions and combinations in response to 
changing needs from within or witzout. 


SUMMARY 


The day hospital is one of a series of 
experiments in devising new psychiatric 
treatment settings. It has been a useful 
and productive devel®pment. The models 
created in different. centres differ widely 
in their general applicability, their clinical 
usefulness, and their theoretical interest. 
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The first day hospital was set up at the 
Allan Memcrial Institute in 1946, and in 
1958 was reorganized to provide services 
in combinations matched to the individual 
patients and readily varied, as necessary. 
Coincidentaly a re-examination of its so- 
cial structure led to an activity program 
which produced marked changes. These 
changes not only remedied current diffi- 
culties operating the day hospital but 
also greatly extended its range of useful- 
ness. 


BIBLIOGRAPHY 


1. Cameron, D. E. : Modern Hospital, 69: 
60, Sept. 1947. 

2. Bierer, J.: The Day Hospital, an Experi- 
ment in Social Psychiatry and Synthoanalytic 
Psychotherapy. Н. К. Lewis & Co., Ltd., W 6 
p. 3, v 5905, 1951. 

3. Gilmore, H.: Am. ]. Psychiat, 108: 
April 1952. 

4. Barnard, В. L, Robbins, L. L., Tetzlaff, 
F, M. : Bull. Menninger Clinic, 16 : 50, March 
1952. 

5. Woodall, J. M.: Report of the Medical 
Unit of Adams House 1941. 

6. Aron, К. W., Smith, S.: J. Ment. Sci., 
London, 99 : 564, July 1953. 


7. Cameron, D. E. : In Proceedings of 1958 
Day Hospital Conf, American Psychiatrie 
Assoc., 1958. 

8. Morgan, С. D., Tylden, E. : Lancet, 1: 
877, April 27, 1957. 

9, Harris, A.: Lancet, 1: 729, Aprile 6, 
1957. ; 

10. Moll, A. E.: Am. J. Psychiat, 109: 
774, April 1953. 

11. Moll, А. E.: Am. J. Psychiat., 113: 
7292, Feb. 1957. 

12. Proceedings of 1958 Day Hospital Con- 
ference, American Psychiatric Association, 
1958. 

13. Cosin, L. Z.: Proc. Royal Society of 
Med. (London), 49 : 237, May 1956. 

14. Boag, T. J. : The Role of the Psychiatric 
Nurse Working on the Day Hospital. Proceed- 
ings of First Canadian Conf. on Nursing in 
Psychiatric Divisions of General Hospitals, 
1959. 

15. Boag, T. ].: The Day Hospital as a 
Therapeutic Community. Presented at Con- 
ference on Therapeutic Community, 1959. 
In press. 

16. Stevenson, С. H., Geoghegan, |. J.: 
Am. J. Psychiat., 107: 743, April 1951. 

17. MacIver, J., Redlich, Е C.: Am. J. 
Psychiat., 115 : 8, Feb. 1959. 


[ March- 


HOME TREATMENT OF PSYCHIATRIC PATIENTS * 


T. T. FRIEDMAN, M.D., PHYLLIS ROLFE, M.S.S., anb STEWART E. PERRY, A.B.2 


Tbe mental hospital is no longer thought 
of as the center of treatment where people 
can be "factory xebuilt." More and more at- 
tention is being given to before-care and 
after-care management of mental illness. 
Taking account of the therapeutic value 
of social factors we can speak of “social 
treatment." The wider implications of such 
management, together with the work оп 
the cultural and family aspects of mental 
illness, have helped develop the practice 
of social psychiatry. In social psychiatry 
there is an attempt to integrate the process 
of case finding, referral, diagnosis, treat- 
ment and after-care, whether in the clinic, 
the hospital, the home or the community. 
Notable examples of programs aiming in 
this direction exist in Amsterdam, Holland 
(1), and also Worthing, England(2). In 
both these instances the cornerstone of the 
system has been a home visiting service 
wherein psychiatrists and social workers go 
directly to the home of patients for emer- 
gency care or they may return regularly for 
treatment and supervision, where indicated. 

In September of 1957 a Psychiatric Home 
Treatment Service, a pilot project, spon- 
sored by the NIMH under the initiation of 
Dr. Walter E. Barton and Dr. James Mann, 
was established at Boston State Hospital 
for that section of the City adjacent to the 
hospital. This area consists of a lower mid- 
dle-class residential section, containing 
80,000 people. Potential case-finding agents 
in the area, such as family doctors, social 
agencies and clergymen, were notified that 
a psychiatrist and social worker would 
make home visits to families that had a 
member with serious mental illness where 
hospitalization was being considered. 

The 3 criteria for acceptance of a case 
were: residence in the designated area; 
age 16 to 60; and serious mental illness. 
The aim of the Service was to provide bet- 
ter management of mental illness at a time 
of stress and to see if appropriate alter- 


1 Read at the 115th annual meeting of The Ámerican 
Psychiatric Association, Philadelphia, Pa. Apr. 27- 
May 1, 1959. 

2 Boston State Hospital, Boston, Mass. 


natives to hospitalization might be possible. 

Clinical personnel originally consisted of 
a psychiatrist and social worker, but there 
have since been added ancther social woxk- 
er and two psychiatric nurses. 

Sixty cases were accepted during the 
first 15 months of operation. In each in- 
stance, the doctor and social worker went 
to the home of the patient. In tne first pert 
of the visit they conducted a family inter- 
view with everyone present. Then the social 
worker went into another room with tne 
rest of the family while the psychiat-ist 
interviewed ,the patient by himself. Fol- 
lowing this, the doctor, social worker, and 
the whole family again got together to 
discuss what should be done immediately. 
The most common decision was that several 
more diagnostic interviews would be czn- 
ducted befoxe a disposition ‘маз recom- 
mended. Ап effort was made to encourage 
the patient or family to make use of any 
agency that had been therapeutic for Шеш. 
in the past. Attention was also ziven to the 
social pressures such as financial instability, 
legal problems, and alcoholism that com- 
plicated the management of the mental 
illness. Both the doctor and the social wozk- 
er have an opportunity to see the patient 
in his everyday environmen: with the 
people most important to him, and сап 
jointly have a better grasp of the whole 
problem. 

Of the 60 patients referred, 22 came from 
community agencies and clinies, 19 from 
family doctors, 12 from the family, 5 from 
the clergy, one was self-referred, and опе 
from a housing project manager. Of this 
group, 402 were hospitalized and 602 were 
able to remain in the community. The 
majority of those hospitalized were persons 
with acute schizophrenic reactions, mostly 
of the paranoid type. Most о: the others 
were psychotic depressives. In one half 
the hospitalized cases alternatives to hos- 
pitalization were vigorously pursued with 
the use of drugs, frequeh: home visits, and 
attempts at outpatient care. When definitive 
care was not possible at home, the task for 
the team was to smooth the way to Те, 
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hospital, overcome the patient's and family's 
resistance to such a plan, arrange for trans- 
portation, and sustain the family and pa- 
tient if hospitalization had to be delayed. 
Much confusion and stress can be generated 
around hospitalization. For example, family 
doctors report that this is a difficult problem 
and appreciate a psychiatrie consultant who 
comes to the home much as they would ap- 
preciate having а surgeon come down for 
a question of an acute abdomen. The 
social worker is also on the home scene 
-to help deal with the family’s anxieties and 
other serious social consequences of the 
mental illness, as well as the financial 
problems, the question of child placement 
and homemaker services. 

Sixty percent of the cases referred were 
able to remain at home. In about half this 


number, tke psychiatrist judged in retro- . 


spect that hospitalization was 'imminent ; 
in fact most of them had been in the hos- 
pital in the past. In some instances the 
family had called the hospital to request 
admission, and in one case the patient had 
appeared in the Admitting Room of the 
hospital. When patients bad been hos- 
pitalized before, the family and their doctor 
often think of rehospitalization as the quick- 
est solution to a new crisis. These .in- 
dividuals could be loosely designated as 
borderline in reference to the severity of 
their illness and efforts had to be directed 
to preserving their defenses and sense of 
reality. In seme instances there was the 
opportunity to deal with those aspects of 
the family relationship which were aggra- 
vating the illness. If psychotherapy was in- 
dicated it was necessary to find the clinic 
or therapist that was available, to convince 
the patient and the family of the necessity 
for psychotherapy, and then to keep the 
patient and the family on an even keel, 
sometimes for many weeks, until therapy 
could begin. Їп other instances the Home 
Service itself could provide psychotherapy 
at home to at least restore equilibrium. A 
great deal of time was spent on the tele- 
phone to coordinate the activities of the 
many agencies needed to solve the complex 
problems faced By the family and the 
patient. . 

About half the people who remained 
: outside of the hospital were judged by the 
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psychiatrist in retrospect not to have been 
imminently hospitalizable. The presenting 
problems included alcoholism, exacerba- 
tions of chronic family conflicts, and the 
appearance of increased symptoms in those 
with long-standing emotional problems. 
Several children in these families were 
found to be very disturbed. Obtaining treat- 
ment for them had been rendered quite 


dificult in. the past by the parents in- 


ability to cooperate in such treatment. In 
these families the availability of a Home 
Service is important because of episodic 
crises and the need to prevent hospitaliza- 
tion which, in the long run, would not alter 
the basic social pathology. Such people 
have to be sustained from time to time with 
visits by the doctor, the nurse, or the social 
worker. 


Case: А 19-year-old college girl re- 
fused to leave her home for several months 
because of severe anxiety, somatic delusions, 
and fear of losing control of her impulses. She 
had been in outpatient psychiatrie treatment 
for 5 months but had broken off treatment and 
was unable to return. Her family doctor tried 
drugs, without success, and was considering 
hospitalization when he referred the family 
to the Home Treatment Service. Joint and 
separate interviews at home revealed the par- 
ents' fear that psychiatric interviews had been 
making the patient worse. It was decided to 
remotivate the girl for outpatient therapy and 
to involve the parents in such a treatment 
plan. Home Treatment visits were made once 
a week for 3 months, with the psychiatrist 
seeing the girl, and the social worker seeing 
the parents, with frequent family conferences. 


The girl's symptoms improved and she was . 


able to return to the outpatient clinic which 
had been kept informed of her progress. The 
mother was convinced of the need to see a 
social worker and to participate in the treat- 
ment, 


Some of the differences between seeing . 


people at home and seeing people at a 
clinic are worth noting. For example, a 
patient's initial resistance and motivation 


to participate in outpatient therapy, йесеѕ- · 


sarily of great importance in the clinic 
setting, is not a crucial issue for a Home 
Service. Therefore, persons who are inac- 


cessible to outpatient therapy, or who have * 


broken off treatment and are becoming 
more ill, can be seen by a Home Service. 
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Environmental and social manipulations 
are often hit-and-miss procedures in an 
outpatient setting ; however, in the home, 
where everyone concerned can be con- 
sulted and a personal relationship made to 


the family, such manipulations are on surer | 


ground and perhaps deserve the name of 
social prescriptions. 


SUMMARY 


The present report refers to 60 cases seen 
in the first 15 months of a small Home 
Treatment Service. The doctor, accom- 
panied by a social worker, functions as a 
general practitioner-psychiatrist, working 
primarily in the home and collaborating 
directly with community agencies. Inacces- 
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sible patients can be reached at home for 
either brief or long-term therapv, and 
families may be directly includec in the 
treatment process. Appropriate alternatives 


to hospitalization can be worked cut and 


numerous agencies helped tc cocrdinate 
their function in helping a family. А. Home 
Treatment Service also provides an эр- 
portunity for mental health education *to 


families, doctors and social agencies around 


concrete situations and on a personal basis. 
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THE MENTAL HOSPITAL : 


CORNERSTONE FOR COMMUNITY PSYCHIATIC SERVICES ! 


е 


FRANCIS J. O'NEILL, М.О. 


At the last annual meeting of the Ameri- 
can Psychiatric Association held in San 
Frencisco, the presidential address contained 
statements and allegations which have pro- 
duced tremendous reaction from the mem- 
bers of this organization associated with 
mental hospitals. Before discussing these 
statements and their effect upon the care 
of the mentally ill, i should like to go on 


record along with most of my colleagues - 


in the mental hospitals as being heartily in 
favor of the development of diagnostic and 
treatment facilities at the community level. 
If-one examines the record he will find that 
the publie mental hospitals in the past 
have been almost the only agencies pro- 
viding psychiatric services to local com- 
munities. Although not required by law, 
most of our public mental hospitals have in 
the past recognized the great need for 
community level facilities and have at- 
tempted in spite of meager staffs and other 
handicaps to provide some form of mental 
health clinic for the communities served. 
Few of us will claim that these services 
have been adequate. However, until quite 
recently they were almost the only public 
facilities available for early diagnosis or 
treatment in the community. We well recog- 
nize that early diagnosis and treatment of 
mental illness at the community level is the 
great need in psychiatry today. 

Our mental hospitals were originally 
founded with the belief that they could 
provide short term definitive treatment for 
mental illnesses. The annual reports of early 
mental hospitals, reveal this hope expressed 
as a reality. Mental hospitals vied with 
each other in publishing high rates of 
recovery from mental disease. It soon be- 
came evident that these recovery rates were 
not real but rather the result of releasing 
unrecovered patients who often were re- 
admitted within a few days of discharge. It 
required almost a hundr ed years of largely 

1 Read at the 115th id) meeting of The American 
Psychiatric Association, Philadelphia, Pa., Apr. 27-May 


1, 1959. 
‚ 2 Central Islip State Hospital, Central Islip, N. Y. 
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custodial care before a genuine improve- 
ment in the release rates of our mental 
hospitals occurred. Those of us who are 
in close touch with developments in the 
public mental hospital are enthusiastic 
about the profound changes that are now 
taking place—changes which I personally 
believe indicate that the mental hospital 
will continue to play the dominant role in 
providing care and treatment for the men- 
tally ill of America in the future. Аз а 
result of what is developing in our hos- 
pitals, I believe that a general change from 
custody responsibility to an active treatment 
program is in the offing. 

In this country it has. been the philosophy 
that mentally ill persons who fail to adjust 
in the community should be cared for in 
mental hospitals until such time as their 
symptoms would permit readjustment in 
the community. The public has not been 
tolerant of the disturbed mentally ill person 
in the community. Huge sums: of money 
have been spent for institutional care. But 
in many instances the amount provided has 
not been sufficient to permit the public 
mental hospital to provide more than a 
token of custodial care. 

The lack of definitive treatment facilities 
within the framework of our mental hos- 
pital systems is a result of the backward 
position of psychiatry in the field of therapy. 
While other branches of medicine have 
made tremendous strides in developing 
therapeutic tools, we in psychiatry have 
been largely preoccupied with providing 
custodial care for huge numbers of mentally 
ill persons. Within the past 10 years, how- 
ever, there has been a stimulating change. 
New therapeutic tools are being developed 
which make it possible to treat fairly age- 
quately substantial numbers of "patients 
who formerly were untreatable. 

. The slow progress in developing thera; 
peutic tools has been due to the paucity of 
research facilities. In this area psychiatry 
is far behind other branches of medicine. 
Other medical problems have been solved 
as a result of intensive research. The same 
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will be true in psychiatry. It is significant 
that we are now beginning to see the 
development of research units in the mental 
bospitals in this country. In the past few 
years, many such units have been estab- 
lished and the benefits from their activity 
are already being realized. Mental hospital 
research has been a vital factor in the recent 
advances achieved in psychiatry. The use 
of the public mental hospital as a research 
center is a logical step and should have 
been developed a long time ago. These 


institutions carry the load of care of the - 


mentally ill of America. Their resources in 
research material cannot be matched in 
any other setting. If effective treatment 
methods are to be developed they must be 
developed within the mental hospital. 

With the introduction of the concept of 
liberalization in mental hospital care during 
the past few years there has been a decided 
change in the hospital atmosphere. Time 
does not permit me to go into details 
concerning the progress that has been made 
as a result of the concept of the open hos- 
pital alone. The enthusiasm with which this 
progressive step has been accepted by 


psychiatry and other disciplines is most 


assuring. However, liberalization of care 
with its attendant benefits is not something 
which is accomplished in a vacuum. Its 
success depends upon the hospitals re- 
lations with the community and the inte- 


gration of hospital and community is ап. 


essential element in this new philosophy. 
Ás a natural outgrowth of such integration 
the mental hospital must assume a respon- 
sible role in providing community level 
psychiatric care. Some of our psychiatric 
philosophers may feel that our mental hos- 
pitals are not equipped to play this role. If 
they are thinking of the hospital of 10 years 
ago they are probably correct. The newer 
concept of the hospitals responsibility to 
the community is, I believe, well-illustrated 
by what has been going on in many areas 
ih Great Britain and to a lesser extent in 
the United States in the past 10 years. 
British psychiatry 10 years ago was faced 
with the same problems as psychiatry in 
America. Their institutions were largely 


custodial and isolated from the community . 


served. Ás a result of social changes and 
under the leadership of sorne inspired psy- 
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chiatrists many of the British public mental 
hospitals have developed community men- 
tal health services which provide a total 
mental health program with the mental 
hospital as a center. Those of us who have 
been fortunate enough to see these British 
programs first hand are assured that the: 
publie mental hospital has an :mportant 
role to play in community psychiztry.' 

Critics may point out that there is a 
difference between the mental hospita! sys- 
tem of Britain and that of the United States. 
In general our hospitals are larger and to 
some extent more isolated Ёоо tkeir cetch- 
ment areas. This is a distinct disadvantage 
but not an insurmountable one. Communi- 
cation and transportation are changing so 
rapidly that distance is not the formidable 
barrier of the past. If one examines the 
location of our public mental hospitzls it 
is found that many of them are in heavily 
populated areas and well-situatec. to deal 
directly with their local communities. The 
greatest difficulty is that confrontinz the 
large metropolitan hospitals, which are 
frequently located some distance from the 
areas served. Integration of these hospitals 
into a community program requires exten- 
sive planning and perhaps reorganization. 
This same problem confronted British psy- 
chiatrists in London. They have found a 
partial solution in the development 3f ex- 
tensions of the menta] hospitals in the heav- 
ily populated metropolitan districts. Perhaps 
we will be able to follow their exzmple 
although admittedly this is not an easy 
problem to solve. 

In general community mental health 
services in Great Britain have been develop- 
ing around their public mental hosoitals. 
The staff of the menzal hospital services 
the community clinics, day-care center and 
welfare homes and provides psychiatric 
consultation to the psychiatric d:visions of 
the general hospitals. The fact that medicine 
is socialized in Britain hes undoubtedly 
facilitated the development of this well. 
integrated total community psych‘atric serv- 
ice. 

There are several cutstanding examples 
of total community mental health services 
centered around mental hospitals in Great 
Britain. Most of them have many elements 
in common but all of them have the ор- 
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jectives of providing easy access to psy- 
chiatric care. These programs tend - to 
encourage a- continuity in patient care 
whether it is-rendered in-the home, in a 
community facility or in the mental hospital. 
The development of these hospital centered 
community programs has ‘profoundly 
changed the structure of the hospitals asso- 
ciated with them. Admission rates to hos- 
pitals have greatly increased, duration of 
hospital residence has been shortened and 
early diagnosis and treatment appears to be 
a reality. 

As an example of what has happened to 
a mental hospital with a good community 
program, may I take the liberty of pointing 
to’ one British institution, Mapperley Hos- 
pital in Nottingham. The community pro- 
gram associated with this hospital has been 
built up during the past 10 years. Map- 
репеу is a relatively large hospital for 
Britain, having about 1,100 beds. It is 
completely open with almost 100% voluntary 
patients. The average stay of a newly ad- 
mitted patient is about 4 weeks. The mem- 


bers of the staff of the mental hospitals 


carry responsibility for a community pro- 
gram including a variety of clinics, domi- 
ciliary consultations and psychiatric services 
in the general hospital. Prior to the institu- 
tion of the community program, Mapperley 
admitted less than 300 patients a year, 
during 1956 ‘the admission rates had in- 
creased to over 1,500 patients a year. In 
spite of this, the actual number of patients 
in the hospital had decreased from 1,100 
in 1945 to 1,050 in 1956. From this it can 
be seen that where the mental hospital is 
a center for community psychiatry there 
may actually be-a decrease in the population 
of the hospital in spite of a tremendous 
increase in yearly admission rates. 

In the United States several of the states 
have begun to develop community mental 
health services. For the most part, however, 
the: existing mental hospitals are not: part 
of this new development. To me this is an 
unfortunate trend.- If we are to- provide 
community psvchiatric services geared to 
future development of treatment methods, 
there should be a chose integration of all 
public health services. Our established 
mental hospitals with their professional 
staffs, training facilities and diagnostic 
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equipment should be a logical center for 
these new services and would undoubtedly 
be able to bridge some of the serious gaps 
which now impede their development. Such 
an arrangement would not necessarily inter- 
fere with the private practice of psychiatry 
which is developing so rapidly in this coun- 
try. Safeguards should be built into these 
programs so that those who are able to pay 
for private psychiatric care would not be 
diverted from private facilities. 

The present trend toward development 
of community level psychiatric care is an 
encouraging one. Any attempt to separate 
such programs from existing mental hospital 
programs would set up artificial barriers 
between {һе community апа the hospital, 
nullifying many of the hard-won achieve- 
ments of recent years in hospital-community 
relations. Public education is making ac- 
ceptance of psychiatric treatment a reality. 
It would certainly be a step backward to 
undermine this growing public confidence 
through the establishment of a confusing 
and completely illogical dichotomy in psy- 
chiatric services. 

In the light of our present knowledge, we 
must recognize that there are a substantial 
number of mentally ill persons who develop 
chronic diseases even when early diagnosis 
and treatment is available. Dr. Solomon in 
his address indicated that he was of the 
opinion that new facilities should be estab- 
lished devoted to care and custody of the 
chronic psychiatric patient, largely divorced 
from psychiatric care and supervision. This 
suggestion is probably the most difficult for 
the mental hospital psychiatrist to accept. 
We -have been dealing with the chronic 
patient for a long time. Those of us who 
have been in institutional psychiatry since 
before World War П recognize that there 
is now a distinct change in prognosis of the 
chronic patient. Cases formerly considered 
hopeless are now being successfully treated, 
although not totally recovered,- as а: result 
of one or another of the treatments, avail- 
able. Many patients with prolonged hospital 
residences are being returned to the com- 
munity in an,improved condition. The 
tranquilizing drugs are playing an important 
role in this development. Mental disease in 
general has a tendency toward chronicity. 
If we are to follow Dr. Solomon's suggestion 
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and abandon the chronic patient to some 
other discipline we would be false to our 
medical responsibilities. This is not dis- 
similiar from the suggestion that cancer is 
incurable. Our hope for successful treatment 
of mental illness lies as much in the de- 
velopment of effective treatment for the 
chronic patient as the development of com- 
munity facilities for early diagnosis and 
treatment. The chronic mental patient is a 
medical responsibility and I am sure that 
American psychiatry will not abandon him 
to the care of educators, public health per- 
sons, sociologists or city planners as recom- 
mended by Dr. Solomon. Г hope that we 
have passed the stage of therapeutic nihil- 
ism in psychiatry. To give up our responsi- 
bility for any segment of the mentally ill 
population would be to return to the dark 
ages. 

Admittedly our mental hospitals are suf- 
fering from the lack of professional person- 
nel at all levels. This I do not believe is 


the fault of the hospitals but rather an 


indication of economic circumstances and 
perhaps a changing attitude on the part of 
physicians in general. I do not want to be 


put in the position of criticizing my own 


profession but there are indications that 
physicians in general are becoming more 
interested in the economic return in practice 
than they were a few gerierations ago. Local 
communities are having to establish emer- 
gency medical services because physicians 
do not appear to be assuming their full 
responsibility for answering the call of the 
sick person regardless of economic circum- 
stances. Public opinion polls indicate that 
the economic interests of the physician have 
materially lowered his status in the eyes 
of the public. In general, medicine is no 
longer looked upon as a calling of service 
but one of economic security, and service 
in the public mental hospital is not eco- 
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nomically attractive to the graduates of 


American medical schools. Perhaps this is 


the fault of our governing bodies. I hzve 


personally felt for a long time that to 


attract better qualified persons to -he feld 
of psychiatry, we would have to compete 
salary-wise with private practice until sich 
time as there is again an oversupply of 
medical graduates. I am sure that the r*n- 
tal hospitals have much to do to make their 
services attractive to young graduates. The 
development of a total community prog-am 
around the mental hospital would certa‘aly 
eliminate many of the professional handi- 
caps of the past. 

In closing, may I say that the mental 
hospital psychiatrists have Leen greetly 
disturbed by what they believe is unjust 
criticism of their professiona] work. Ten 
years ago we might have accerted this. 
criticism without response as it would Lave 
been justified. Today, however, our mental 
hospitals are undergoing such a profound 
and progressive change as a result of the 
several new developments previously men- 
tioned that we cannot accept this typ: of 
criticism as valid. For many years mental 
hospital psychiatrists have worked to de- 
velop public confidence and to achieve the 
highest possible level of service in the 
community and in the institution. Much of 
their achievement has been against great 
odds. It is time for us to be realistic. We 
must not wipe out what has already been 
accomplished. There is room in psych:atry 
for difference of opinion but we should 
not permit these differences of opinion to 
destroy public confidence or to impede the 
development of adequate services to the 
mentally ill person, whether his illness is 
incipient, acute, or chronic. There may be 
schisms in psychiatric philosophy, but there 
must be no schisms in service. 
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On any given day there are, in the pub- 
licly supported hospitals for mental diseases 
of this courtry, between 600,000 and 700,- 
000 patients. An enormous number of these 
patients have been hospitalized for many 
years. There is repetitive evidence that once 
a patient has remained-in a large mental 
hospital for two years or more, he is quite 
unlikely to leave except by death. He 
becomes one of the large mass of so-called 
“chronic” patients. 

If one believes, as I do, that this “chro- 
nicity” in mental illness is a reflection, not 
of the nature of the disease, but of the at- 
titudes of family and community, and, later, 
of the structure of the hospital and the 
methods by which we care for such pa- 
tients, one is confronted with a problem 
which manv of us as psychiatrists have 
refused to face realistically. 1 am aware 
of the progress that has been made in many 
places in creating movement among this 
group of so-called chronic patients. From 
the time of Dr. Abraham Myerson’s “total 
push” technique to the recent emphasis 
on "remotivation, many and varying ef- 
forts have been made. Tranquilizing drugs, 
physical methods, group psychotherapy, 
modification of wards into "therapeutic 
communities," patient self-government, and 
many other devices have been advocated 
with greater or lesser enthusiasm as a means 
: of moving such chronic patients out of the 
hospital, And, unquestionably, all of these 
methods have some effect. The enthusiasm 
of a young staff member who builds a team 
in а "back ward" and succeeds in im- 
proving the behavior of the patients and 
getting 5 or 10% of them home is commend- 
able and unquestionably socially useful. 

I say, however, that we are unrealistic in 
our approach to this problem because we 
have not given sufficient thought to the 
next 600,000 patients who will be admitted 
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to our hospitals, We cannot, of course, 
ignore our responsibility for the care and 
the treatment, so far as we know how to ad- 
minister it, of the patients we already have. 
I suggest that we have an even greater re- 
sponsibility to the patients who will be 
coming to us in the next few years to use 
all the knowledge that we already have to 
prevent them from becoming a second 
group of "chronic" patients numbering 600,- 
000 to 700,000. 

Even as psychiatrists we have suffered 
from the limitation of tradition. We were 
so convinced that schizophrenia is a long- 
term chronic illness that when we began 
to see, during the war, large numbers of 
acute schizophrenics evacuated from thea- 
ters of operations and apparently recovered 
by the time they reached the zone of the 
interior, we decided they were not really 
"schizophrenia." Instead of realizing that 
this, too, might be schizophrenia, seen in 
an acute phase because patients were under 
observation early, were exposed to exag- 
gerated stresses, and could not be carried 
along for many months by indulgent fam- 
ilies, we decided that this must be a differ- 
ent kind of disease because it wasn't chron- 
ic. We refused to draw conclusions about 
schizophrenia as a disease from the things 
that we were seeing. 

It has been shown over and over again, 
in many different and disparate places, 
that with proper staffing and proper facili- 
ties, 85 and even 90£ of first admissions for 
mental illness can be returned to their 
homes and their communities in 4 to 6 
months. Ав a matter of fact, when we look 
at the situation clearly in the light of our 
overall medical knowledge, we should be 
proud, as psychiatrists, to be able to pofnt 
out that of all the so-called long term chron- 
ic illnesses, the mental diseases seem to be 
the most reversible. Our internist colleagues 
have not yet discovered how to replace the 
damaged kidney cells in a chronic nephritis, 
or the damaged liver cells in a cirrhosis of 
the liver. They are quite content with their 
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accomplishments if they can, by drugs, keep 
а hypertension down within certain clinical 
limits and have not yet told us how to re- 
verse whatever process that it is that causes 
hypertension. Physicians have even been 
cdntent, in recent years, to produce symp- 
tomatic relief of hypertension by carrying 


out enormously extensive operations on the - 


sympathetic nervous system. No surgeon I 
know believes that he can cure all patients 
with cancer. 

Yet, for many of our psychotic patients, 
within a comparatively short time, an ade- 
quate and at least apparent complete re- 
versal to normality can be obtained. I think 
we must concentrate more of our efforts, 
therefore, on these problems of the acute 
psychosis at a time when it has still all the 
likelihood of reversibility and before any 
of our iatrogenic operations force it into the 
mode of “chronicity.” 

Our typical public mental hospitals are 
over large, their social standards are arti- 
ficial and total, they are isolated, they per- 
petuate ostracism of patients and personnel. 
I submit that we need to get our hospitals 
back to the communities from which the 
patients derive. A hospital built in the com- 
munity would be more like a general hos- 
pital in the attitude of the community to- 
ward it. It seems to me we must begin to 
recognize that hospitalization for mental 
illness is only part of the total range of 
services which we can offer to our patients. 
In the average physical illness a patient 
sees his family physician in his office or if 
he is too ill to get out of bed, the family 
physician comes to his home. Treatment is 
started ordinarily either at home or in office 
visits. Early diagnostic and laboratory tests 
are carried out on this basis. It is only when 
the tests become too complex or when the 
illness of the patient becomes too severe 
that hospitalization is made use of. And 
clearly, in this instance, hospitalization is 
for as brief a period as is necessary to ac- 
complish the elimination of the specific 
factors which required it ; and not for defin- 
, itive treatment of the disease. As soon as the 
need for bed care and specialized nursing 
techniques or the need to carry out special 
laboratory procedures which can only be 
done in a hospital is over, the patient is 
again returned to his home and the treat- 
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ment is continued at home or in <he doc- 
tors office on the basis of the information 
gained during the brief hospitalization. 

I submit that we must begin to treat our 
mentally ill patients in the same way  Be- 
cause the State has for so long a time ac- 
cepted the responsibility for tae care of the 
mentally illit is probable that most such 
patients will be treated in cutpatien? de- 
partments of state hospitals rather than in 
private psychiatrists’ offices. Then, too, as 
we all know, there are an insufficient rum- 
ber of private psychiatrists for the need. 
However, whether іп an outpatiea- depart- 
ment of a state hospital or under the care 
of a private psychiatrist, the situztion 
should obtain that treatment can be started 
and diagnosis established insofar as pos- 
sible without hospitalization спі] such time 
as a brief hospitalization becomes reces- 
sary. This hospitalization should be merely 
an incident in the overall cere of the pa- 
tient, and should be available to the patient 
whether the physician carrying out the out- 
patient treatment is a state emp'cyee or a 
private psychiatrist. On release frcm a hos- 
pital the patient should go back, either to 
the outpatient department or to his private 
physician or psychiatrist. 

Because of the nature of psychiatric treat- 
ment with its need to manipulate the pa- 
tients total activities rather than just to 
see him briefly to prescribe a pill or even 
for a somewhat longer period fo- a session 
of intensive psychotherapy, the lcgical de- 
velopment for the mental hospital after the 
outpatient department is the day care cen- 
ter. Only when a patient is unable to be 
handled on an outpatient level p'us = day 
care level, should 24 hour hospitalization 
be sought. 

АП of these things can take place much 
more effectively if isolation of the patient 
can be avoided and he can be treated in 
the community in which he -ives. Day care 
becomes easier if the patient does not need 
to be transported 14 to 40 miles from his 
home to the hospital every mornin2 and 
then brought back every night. Families 
can visit patients when they =хе hcspitalized 
in a community-basetl hospital, clergymen 
can keep track of their flocks, local family 
doctors can follow their psychiacrically ill 
patients just as they follow their medically 
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or surgically ill patients who are admitted 
to а hospital. One of the not inconsiderable 
gains, I think, of this technique might well 
be that a family would find it harder to 
change the family constellation and close up 
the space left by the hospitalization of one 
member of it if that hospitalization occurred 
in the community and the family was visit- 
ing frequently. We are all aware of how 
often the remaining family closes ranks 
after a patient is hospitalized at a distant 
place i in a stete hospital ; and even when he 
is ready for discharge there is no longer 
any place for him in the family constella- 
tion. I need not remind this audience that 
in a recent survey it appears that 40%, at 
least, of patients who have been hospital- 
ized in state hospitals two years ог longer 
never have a visit from a member of the 
family. 

А community-based hospital of the type I 
think of would have certain other advan- 
tages. Most American communities have 
now developed a whole series of resources 
in the way of social agencies that could be 
brought to bear upon the problems of pa- 
tients in а community-based mental hospi- 
tal. Family agencies, recreational agencies, 
agencies to deal with the elderly, agencies 
to deal with the problems of old age as- 
sistance and of dependent children, all of 
them are available in our communities and 
should and cculd be made use of. Further- 
more, such a community-based hospital 
could and should be built contiguous to the 
general hospital that serves the local com- 
munity. Аз psvchiatrists, we have wasted al- 
together too much of our highly-specialized 
psychiatric time in dealing with non-psychi- 
atric problems, the handling of which ac- 
tually many c£ our colleagues are far better 
fitted for than we. I see no reason why we 
should operate in our hospitals laboratories 
and X-ray departments and operating rooms 
if we can build our hospitals across the 
street from the general hospitals which do 
this part of {ле medical job much better 
than we do. 

` I am convizced that a community-based 
hospital of the type I have described could, 
in 75-100 beds, take Фаге of the same case 
load as a 300-bed building on the grounds of 
a distant state hospital. I believe that with 
this kind of a plan we would begin to 
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meet our obligation and our responsibility 
to prevent the development of chronicity 
іп acutely ill psychiatric patients and we 
would offer the full range of psychiatric 
knowledge to the community at a place 
where it could be most useful to the mefn- 
bers of the community. 

Yet I spoke above of the 600,000 patients 
now in our hospitals. While we must begin 
to think of the next 600,000 we should by 
no means ignore our responsibility to the 
600,000 we already have. The level of care 
of these patients must not be permitted to 
deteriorate. If we separate the community- 
based hospital from the large existing state 
hospital, we will merely be accentuating the 
isolation in which the large hospital already 
lives, will cut down the interest of staff who 
work in such a hospital and, in fact, even 
their willingness to accept employment in 
such a place and will, in the long run, be 
neglecting one part of our job in order to 
concentrate on the other. It is proposed, 
therefore, that the community-based hos- 
pital I have been describing should be es- 
tablished, not as a separate and autonomous 
institution, but as a “branch” of the parent 
state hospital. I would imagine that most 
states have а situation similar to ours in 
Connecticut. Perhaps not, but at least analo- 
gous. Connecticut has a population of two 
and one-half million people. We have 9,000 
patients in residence in our State hospitals 
at any given day and over 4,600 admissions 
per year, with a comparable number of re- 
leases. It is true that Connecticut is an ur- 
banized and industrialized state, but in any 
case, for Connecticut the statistics are as 
follows : 75% of all admissions to our 3 large 
state hospitals come from ten urban groups 
of population 25,000 and over and the 
surrounding feeder communities to these 
groups. Forty-five percent of all admissions 
to our hospitals come from the four largest 
of these groups. 

I believe that by establishing a bandi 
hospital, at least in each of the four largest 
urban communities of the state, we will be 
able to deal with about 45% of the admis- 
sions to our hospitals at the community lev- * 
el. А+ the same time, for the more rural 
communities, there would continue to be 
direct admission to the paxent hospital 
which would thereby be encouraged if not 
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required, to continue to operate acute in- 
tensive treatment and receiving services for 
these patients who did not go to the branch 
hospital. The fact that the branch hospital 
was under the administrative control of the 
superintendent of the parent hospital would 
mean, it appears to me, that the level of 
treatment at the acute phase would con- 
tinue to be high in the parent hospital as 
well as in the branch and that there might 
be, for training and other purposes as well 
as for research, a free interchange of per- 
sonnel between the two institutions. It 
would further mean that the transfer of 
patients from one institution to the other or 
back again would be facilitated. It would 
seem to me that this is the only way in 
which we can avoid destroying our large 
hospitals at the same time as we develop 
newer techniques for the acute psychotic 
and his treatment in his own community. 
It seems to me that the inherent logic of 
this situation and modern psychiatric treat- 
ment theory lead inevitably and naturally 
to this kind of development. 

The existence in the Connecticut state 
hospital system of a building over 70 years 
old, obsolete and dilapidated, and needing 
to be replaced, has given us the opportunity 
to try to put this concept into practice. 
After considerable discussion, the Board of 
Mental Health and I have recommended 
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and have introduced a bill into the Legis- 
lature to that effect: that this dilapidated 
building, housing 300 patients, be tern 
down and replaced, not on the grounds of 
the parent institution, but by a branch bos- 
pital of 75-100 beds with necessary out- 
patient, day care and night cere services, 
physically located in one of the urban ccm- 
munities served by the parent hospital end 
contiguous to a general hospital in that 
community. I do not, of course, know if we 
will obtain the money for this puzpose in 
this session of the Legislature. But we are 
committed as a Department to this ро ісу 
and have the agreement to this commitment 
of various State officials so tha: it seems to 
me only a matter of time before we zan 
try this concept out, at least on a pilot besis. 

We would hope that this branch hospital 
would be in one of the four largest urban 
communities I spoke of. For а second one 


ОЁ them, we have proposed, though it ras 


not gone so far as the first propcsal, -hat 
we establish in the community as a branch 
of the parent hospital a fairly extersive imt- 
patient service supported by day care serv- 
ices, but without any beds at all. With the 
approval of our General Assembly and our 
Governor, we hope in a comparatively short 
time to be able to report to you whether 
our concept and movement in this direction 
is sound or not. 
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One-hundred and twenty-two years ago 
Dr. William M. Awl, one of the founders 
of the Àmerican Psychiatric Association, in- 
cluded in the first annual report of the Ohio 
Hospital for the Insane the following : 


The importance of remedial means in the 
first stages oZ insanity, can not be too strongly 
impressed upon the public mind. That morbid 
excitement in the brain which accompanies 
the disease by long continuance, too often in- 
duces a change of structure incompatible with 
the future scundness of intellect, and renders 
the resources of medical science of little avail, 
except as palliatives. 

These facts are entitled to consideration, as 
indicating the proper course for arresting in- 
dividual suffering. They are important also, 
in a pecuniary point of view. The sooner pa- 
tients can be cured and discharged, the less 
expense to both friends and the public. 


The search for “remedial means in the first 
stages of irsanity” is still not over, and 
although we have knowledge that was not 
available to Dr. Awl, there is still much to 
learn. State mental hospitals are today, as 
they. were then, concerned about their de- 
velopment. Transition is uncontrovertably 
taking place. but for some the direction is 
unclear and the destination is in question. 
There are those who may think that the 
proper future for the state hospital lies in 
‘its summary extinction. There are others 
who believe that the destination of transi- 
tion should be a hospital that satisfies the 
medical and psychiatric needs of all its pa- 


tients, It would appear that the proponents. 


of the latter point of view have been active 
in guiding ала helping the state hospitals 
toward their chosen goal. Adherents of the 
former theory have not provided convinc- 
ing blueprints for action in the immediate 
‘present that appear any surer of success 
than those now being followed. Strong 
leadership has come from our own Society, 
from the National Institute of Mental 
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Health and from various public and private 
organizations concerned with the problem 
presented by the mentally ill. Certainly no 
organization has made it evident that they 
thought the plan of choice was to liquidate 
the hospitals or turn them over to some non- 
medical group. The position that this paper 
takes is in agreement with those who be- 
lieve that the state hospital is becoming and 
will increasingly become a place where 
hospital psychiatry of a professionally high 
standard will be practiced and that their 
disappearance will be through their own 
evolution not dissolution. 

The following material cites some of the 
evidence in support of this hypothesis and 
is, in the main, a topical account of progress 
during the last decade. The figures and 
facts show great improvement ; that there 
is still a long way to go is uncontrovertible, 
but one must not forget that nothing suc- 
ceeds like success, and one improvement 
inevitably leads to a further advance. 
Growth in program is a healthy infection 
that spreads at an irregular pace—but it 
spreads. 

Certainly in these 10 years, state hospi- 
tals have demonstrated their growth and 
vitality through significant gains in a num- 
ber of categories, but perhaps their greatest 
demonstration of growth is in the remark- 
able change of attitude that these years 
have seen. The hospitals now have renewed 
hope and enthusiasm. Those who have at- 
tended the mental hospital institutes must 
be aware that there is a very different at- 
titude expressed by the membership now 
than at the first one, and there is no reason 
to believe that this progressive and cou- 
rageous feeling will not strengthen and 
grow. 

Increase in hospital personnel has been 

considerable. When the figures in Tables 1 
and 2 are translated into staff per patlent 
ratio they add another dimension to our 
perspective. 

The figures are indeed encouraging, al- 
though they are obviously far short of APA 
minimum standards. 

Annual expenditure per patient in 1948 


ч 
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was 1.81 and in 1957 was 3.65 which is an 
increase of 101.7. Total expenditure for the 
operation and maintenance of publie hos- 
pitals for the mentally ill in 1948 cost $316,- 
118,370 and in 1957, $732,180,096, which is 
an increase of 131.67. 

Some of this increase in expenditure is 
accounted for by inflation and the 13% that 
the average resident hospital population in- 
creased during the same time, but public 
expenditure has risen in significant excess 
of the amounts necessary to cover these 
two factors. These statistics are introduced 
to illustrate an operational trend and do not 
pretend to be inclusive. Legislatures in the 
main are assuming more adequately their 
clear responsibility in this matter somewhat 
better than their psychoanalytic and psychi- 
atric counterparts. Very commonly hospi- 
tals cannot spend the money provided them 
for,doctors, and it is therefore difficult to 
expect the laity to continue to be more 
eifectively concerned about the solution 
of a medical problem than the specialty 
itself, 

At the beginning of this decade the use 
of insulin as a therapeutic tool was rapidly 
decreasing, largely because of the advent 
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: TABLE 1 
PERSONNEL EMPLOYED FULL-TIME IN STATE MENTAL HOSPITALS 
1948 1957 96 increace 

Phygician 2,135 3,759 76 

Psychologist 213 805 277 

Social worker 676 1,442 113 

Graduate nurse 3,961 7,562 90 

Other nurse and attendant 48,941 87,984 TL 

АП full-time employees 88,890 160,693 | 80 

АП other professions 886 2,313 106 

TABLE 2 
STAFF-PATIENT RATIO IN STATE MENTAL HOSPITALS 
1948 1957 % impropem2nt APA Minnanm 

Standard; 

Physician 1: 258.8 1: 161.4 37.6 1: 30 

Psychologist 1: 2,157.0 l: 673.3 68.8 l: 109 

Social worker i: 679.6 1: 375.9 44.6 1: 80 

Graduate nurse E 116.0 l: “LEY 38.1 1: 5 

Other nurse and attendant 1: 9.4 1: 6.9 34.0 1: 4 

All full-time employees 1 5.2 1: 3.4 34.6 

. All other professions 1: 518.5 1: 934.3 54.8 1: 4 


of the less expensive electrosnock thezapy. 
Then psychosurgery became a frequently 
used treatment method, but. the irreversi- 
bility of the treatment hastened the natural 
process of evaluation and ciscrimination. 
Recently chemical tranquilizzrs have zome 
into general use, and the early utopian 
optimism of their exponents is already giv- 
ing way to a more cautious attitude. Until 
we have more facts about the causes of 
mental illness we can expect palliative 
measures to be overemphasized, overused 
and overvalued, but with each new mzthod 
tried, knowledge has increased. I: is note- 
worthy that few of the methods cited have 
been completely abandoned. However, it 
is only human to think magically and im- 
pulsively in terms of a равасеа that will 
solve all our patients prozlems апі our 
own. The immense volume of ressarch 
literature attests to the investiga-ory stimu- 
lation provided by each new treetment 
method that appears in our ezmamentarium. 
Optimism is an essential ingrediert of prog- 
ress and so is excited &nthusiasra. 
Examples of the mul-iplicity o: the newer 
treatment methods in use include group 
therapy, milieu therapy and the therzpeutic 
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community, techniques that are now part 
of the therapeutic fabric of many state 
hospitals. 

Another encouraging evidence of clinical 
growth is the rapidly expanding use of 
open wards and open hospitals. Movement 
towards the latter is not as rapid as modern 
psychiatry would dictate, but the trend is 
evfdent. Obviously, physical restraint in 
the form of locks and jackets has not com- 
pletely disappeared, but in the last 10 years 
there has been an encouraging decrease in 
their uses in the treatment of the mentally 
ill. The establishment of day and night 
hospitals, a logical outgrowth from the 
older but expanding OPD programs is cleax 
evidence that those who are responsible for 
the treatment óf the mentally ill have be- 
come more secure and thus more coura- 
geous in psychiatric practice than they were 
. a decade ago. It would seem that these fa- 
cilities should make it possible to bring the 
rural hospital into urban centers at a mini- 
mal capital and operational cost. There 
seems to be no valid reason why a rural 
state hospita. could not extend its services 
in this manner and thus avail itself of pro- 
fessionals who could not take the time and 
effort needec. to travel to the rural com- 
munity. One of the great advantages of day 
and night hospitals lies in the fact that 
patients being treated in these facilities do 
not have their defenses completely shat- 
tered by total removal from their families 
and from their ordinary social and com- 
munity relationships. Total dependency is 
one of the reasons why institutionalized 
patients so quickly develop a.serious and 
disintegrating disease in addition to their 
original illness. There is as yet not an ac- 
cepted name for this illness, but with some 
accuracy it might be called “hospitalosis.” 

The attitude of state hospital systems 
towards research has shown a remarkable 
change in recent years. States are not only 
providing money for research but are ap- 
pointing research directors at high adminis- 
trative levels, Examples of this are New 
York, Ohio and California. Research pro- 
gramming is still in its infancy, but.the 
significant fact is that the infant is lusty 
and growing. The following table of grants 
awarded by the National Institute of Men- 
tal Health to state mental hospitals illus- 
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trates this fact which, by the way, is E 
ticularly evident in the year 1958 and ‘in 
the last figure which represents three 
months of 1959: `’ 


TABLE 3 . 


RESEARCH GRANT SUPPORT IN 
STATE MENTAL HOSPITALS 


Fiscal Year Number Amount 
1948 1 7,000 
1949 1 7,000 
1950 2 14,540 
1951 5 31,475 
1958 6 75,830 
1953 6 68,975 
1954 8 123,229 
1955 8 119,194: 
1956 8 117,751 
1957. 20 515,977 
1958 49 1,152,470 
1959 to date 3 1,529,089 

177 3,762,530 


When a legislature, burdened with the 
need to provide very large amounts for 
state hospital maintenance and operation, 
provides money for research, one can safely 
assume that the hospitals in that state will 
increasingly become centers for science and 
treatment, thereby attracting and keeping 
personnel. 

The mutually indispensable cooperation 
between universities and state hospital sys- 
tems is increasing. The fact that the uni- 
versity is beginning to see the state hospital 
as a great human laboratory and that the 
state hospital is viewing the university as a 
source from which it can expect practical 
help in its efforts to become professionally 
adequate is perhaps the most important 
single sign that the tempo of progress is 
quickening. . 

The National Institute of Mental Health 
reports the following figures covering train- 
ing grants provided state mental hospitals 
for the years 1948 through three months of 
1959. The monies alloted are increasing, 
particularly in 1958. If awards continue.at 
the rate reported for the three months of 
1959 it will be an obvious leap forward in 
this all-important activity. 

In the area of training there are two 
related activities that are particularly en- 
couraging. Inservice training is replacing 
the old Jearning on the job method which 
operated on the supposition that an em- 
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А TRAINING GRANT SUPPORT IN 
STATE MENTAL HOSPITALS 
Fiscal Y ear Number Атон 
1948 1 10,160 
1949 2 14,792 
1950 6 43,281 
1951 6 53,841 
1952 9 69,600 
1953 5 49,832 
1954 7 46,930 
1955 5 56,956 
1956 6 60,481 
1957 8 90,382 
1958 7 116,771 
1959 to date 13 207,610 
75 820,636 


ployee would be proficient if he learned 
what his preceptor knew by the time this 
worthy functionary was ready to retire. Or- 
ganized inservice training for psychiatric 
technicians is a case in point. Curriculum 
content is now a far cry from old "Here is 
your rule book and keys—the charge will 
tell you anything you need to know." Physi- 
cians, too, are getting more instruction 
within the institution, at university centers 
and in increasing number through attend- 
ance at conferences and institutes. The 
Mental] Hospital Institutes have attracted 
an increasingly large attendance and offer 
a varied and comprehensive program. 'The 
first one in 1949 was attended by 190 par- 
ticipants; the last one in 1958 by 475, 
which is probably as many from an educa- 
tional point of view as can be profitably 
handled at a single institute. 

Acceptable residency training programs 
were, until recent years, a rarity within our 
state hospital systems. This is not now the 
case because each year finds more hospitals 
whose organization, staffing and program 
warrant approval as residency training cen- 
ters. Grateful recognition is due the Central 
Inspection Board and the Committee on 
Standards and Policies of Hospitals and 
Clinics for their increasing efforts in this 
area! Good teaching is admittedly expensive 


: to the institution, but it produces incalcu- 


lable dividends for the patient because no 
institution can be a teaching center without 
benefiting from the benign influence of 
eager minds in search of answers and older 
ones trying to find them. It is true that far 
too few psychiatric residents stay in hospi- 


FRANK F. TALLMAN 891 


tal practice when their training is complete. 
Men go into private practice (ог so they 
say), in order to make up for the enormous 
expense of having become ѕресіа[:515 and to 
rapidly expand their standard of living. This 
obvious reason is open to question. A thor- 
ough study of the problem may well reveal 
that one important cause of attrition has 
to do with the cultura. milieu withi the 
hospital world. Stanton and Schwartz and 
later Belnap have provided us with 2xcel- 
lent beginnings for future study ard action. 
If the residents were emotionally convinced 
that a staff position within the hospital in 
which they are being trained would con- 
tinue to be as intellectually and profes- 
sionally rewarding as their residency pro- 
gram, far fewer wouid leave. Hospitals 
should see to it that the whole organization 
becomes an integral part of treining pro- 
grams so that this unwaolesome dichotomy 
that the resident with some justice fears 
does not occur. Perhaps also, the resident is 
afraid he will become infected by the nihil- 
istic: attitudes of staff members who have 
ceased to progress partly because their most 
productive years were spent when p1ogress 
was almost non-existent. When a hospital 
offers a service unleavened by progressive 
change and lives in a virtual microcosm, sci- 
ence and indeed the world passes by almost 
unnoticed. Scientific articles that are read 
seem to be written for everyone kut the 
reader, and individuals begin to parrot 
phrases like "yes, but" Happily this atti- 
tude is rapidly becoming less evident and 
more frequently challenged within the 
microcosmic structure itself. The coura- 
geous leadership that welcomed the socio- 
logical studies mentioned will vndoubtedly 
give courage to others so that they too will 
become able to take a close, searching look 
at themselves and their social structures in 
the expectation that the resut wil be 
reduction in the worrisome »rocess of 
attrition. 

It is important to cite certain activities 
that have grown out of administration's 
need to find better ways of dealinz with 
large patient populations. Sorae hospitals 
are now being reorganized in zn effort to 
cope with the isolation of patients caused 
by a combination of size апа admin:strative 
centralization. The technique used is, to 
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create within the large hospital a number 
of much smaller units, each one charged 
with the responsibility of operating, so far 
as the patient is concerned, as though it 
were a small hospital. This fresh approach 
indicates that the experimenters know that 
it is not possible to make an institution into 
a treatment hospital using the same ad- 
ministrative structure that existed when it 
was merely an agency for human care- 
taking. Administrative workshops, staff con- 
ferences and the like are tending to be- 
come much rore patient centered and in 
consequence :here is a growing awareness 
that no human being is too sick to improve. 
This is one reason why back wards are 
moving forward, and the attendant’s key 
ring is a less cistasteful symbol than it used 
to be. It was rot long ago that a psychiatric 
administrator felt justified in setting his 
psychiatrie knowledge aside when he was 
faced with what he termed a practical 
problem. This dissociation is becoming less 
and less possible, not only because of the 
growth reviewed here but because of pub- 
lic opinion. We are educating the public, 
and we now find ourselves in the position 
of having to act within the framework of 
the educationzl material which we taught. 
We cannot preach the need of a good pro- 
gram and at the same time complacently 
and rigidly refuse to do our utmost to im- 
prove what we have. There is no hospital 
that cannot be improved if its leadership 
decides to try. Often a courageous “try” 
will spark further enrichment of the pro- 
gram through increased legislative support. 

There is a rapidly growing awareness of 
the therapeutic effect of good architecture, 
not only in terms of walls and their arrange- 
ment but in terms of color and furnishings. 
The old, horrible colors and worse pictures 
that until recent years were the accepted 
environment for patients are giving way to 
emotionally satisfying architectural design 
and to a decor that provides a lively and 
pleasing environment that looks alive and 
vigorous. Ten vears ago most wards were 
furnished by tke old, hard, uncomfortable, 
wooden benches and chairs. These were 
the trademark of theeold mental hospital, 
but happily they are being replaced with 
modern furnishings. The layman sometimes 
asks if this matter of architecture and color 
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and furnishing is important to the һеа# 
of the mentally ill patient, and indeed опе 
has heard the fear expressed that comfort 
will only serve to complicate the depend- 
ency problem presented by the sick person. 
This is the kind of thinking that if followed 
logically, would claim that the way to make 
a mentally ill person well was to chastise 
him by prescription. 

Since hospitals and communities are be- 
coming less and less frightened of each 
other, volunteer services have increased to 
the mutual benefit of both. A volunteer 
program is a valuable adjunct if it is. well 
managed and if there is reasonable selec- 
tion of volunteers who participate in a 
satisfactory training experience. Not only 
do such programs help patients directly, 
but they help the institutional culture in 
its attempt to approach as nearly as possible 
that found in the world of reality. 

Much of the growth that has been com- 
mented upon could not have occurred with- 
out the intervention of state and federal 
legislative bodies. Almost everywhere legis- 
latures know that patients do not enter 
mental hospitals to be kept there for the 
rest of their lives but come for treatment 
and discharge. Consequently, the taxpayer, 
as represented by his legislature, is becom- 
ing increasingly willing to provide funds for 
a treatment program planned in the light 
of present-day psychiatric knowledge. Once 
in a while this eagerness and concern of 
the public may demonstrate itself in ways 
that some may feel are premature. In other 
words, public expectation can become 
greater than present knowledge or person- 
nel can satisfy. Sometimes too a legislature 
will provide money for specific research 
purposes that the institution or the organ- 
ization is not prepared to profitably utilize. 
This embarrassment is really one of riches 
to which the response must be an increase 
of intelligent pre-planning and an improved 
foresight. It is disconcerting when: laymen 
suggest by such action that we are not 
doing what our public education implied 
that we would do if we got money. 

State legislation which establishes a firm 
basis for the establishment of mental hy- 
giene facilities as a joint enterprise between 
state and local authorities is a particularly 
noteworthy movement that is sure to grow. 
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TN new basis for expansion of service 
embraces both economic participation and 
program content and operation. There is, 
however, a danger inherent in this advance. 
It would indeed be a serious matter if there 
wert too great a time lag between the pas- 
sage of such legislation and our ability to 
properly staff the resultant facilities. A long 
time lag obviously reduces the community's 
enthusiastic readiness for mental health 
progress, but psychiatric staff positions 
filled either by the partially trained or by 
substituting personnel from the ancillary 
disciplines would in the end be a serious 
mistake. Perhaps the remedy lies in making 
more use of фе doctors in the private prac- 
tice of psychiatry and psychoanalysis who 
are more and more showing evidence of 
their willingness to leave their own con- 
sulting room for part-time service in clinics, 
hospitals and medical schools. Adminis- 
trators probably do not realize the number 
of man hours they could acquire if they 
gave the private practitioner an opportunity 
for part-time service. It would be sad in- 
deed if those responsible for public mental 
health programs fail to take advantage of 
the private practitioners growing eagerness 
to satisfy the demands of his superego and 
the pressure to free himself from the claus- 
trophobic isolation of his office walls. 
Historically there has been considerable 
difficulty in getting medical schools in- 
terested in program advancement in state 
mental hospitals. This was one of the rea- 
sons why several state systems developed 
their own neuropsychiatric institutes in con- 
junction with universities. It was expected 
that the institutes would provide stimula- 
tion for research and training to both the 
hospital system and the university. Coopera- 
tive ventures in these areas are a most 
hopeful sign of our psychiatric times. Noth- 
ing but good can come from this symbiosis, 
but here again every possible effort must 
be made to actively involve the hospitals 
so that we avoid creating within the state 
systems small islands of creative progress 
that are isolated from all the rest. Only a 
“few years ago the idea that there should be 
directors of research and directors of pro- 
fessional] training on the staffs of hospitals 
and also at the highest administrative level 
within the department itself was merely a 
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dream. There are several states where in 
one form or another, this pattern is an 
exciting reality. 

State hospitals are moving towards a 
much more satisfactory level of scientific 
operation. It is true that in few if any 
hospitals the best possible osychatrv is 
being practiced, but it is equally true that 
a great advance has been made in the Mast 
decade. The old traditional institution was 
to a large extent born of ignorznce concern- 
ing cause and cure of psychiatric illnesses, 
but improved psychiatric knowledgs is 
gradually bringing about a new enthusiasm 
and a new hope. However, it is eazier, and 
for some, more acceptable to think of clos- 
ing down the facilities presently available 
and starting all over again than it is to 
continue what appears to be zhe more 
difficult course of bringing to fra tiom the 
kind of program that we know is tezhn:eally 
possible within the framework cf ex:sting 
structure. It is unlikely that more huge 
institutions will be constructed, and i can 
be expected that day and right hospitals, 
OPD clinics and small psycaiatr:c units in 
general hospitals will ultimately replace 
the state hospital as we know it today. 
However, the basic impetus for movement 
in this direction stems from the state hos- 
pitals themselves. It would be fool:sh to 
kill the goose that lays such fertile ezgs as 
those just presented for consideration. Look 
what has been hatched in these ten vears | 
We must not forget that if the stete mental 
hospitals are to ultimately Cisaposar it will 
be because the hospitals themselv2s demon- 
strate by experiment and example many 
of the techniques that will ultimately bring 
about their dissolution. 

This discussion would not be necessary 
if the APA staffing patterns for psychiatrists 
had been achieved. This is indeed a -ritical 
problem but we can look for significant 
improvement because the process and con- 
tent of transition is rapidly prsoaring the 
setting necessary to attract аг increasing 
flow of full and part-time men into hospital] 
service. 

Turning again to Ièr. awl and то 125 
years ago, it is noteworthy that his Board 
of Trustees made a memorable stezement 
when they voted to build his hospital : 
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The insane are no longer treated as the out- 
casts of society, or considered as unworthy of 
further regard than to be confined in common 
jails or poorhouses. Their diseases are found 
to be curable like other disorders of the human 
system . . . Through the influence of mild and 
gentle means, without violence in any instance, 
they readily submit to the requisite treatment, 
and not unfrequently in short periods of time, 
their minds become tranquil, alienation ceases, 
and reason is restored. 


Psychiatric wisdom has not yet been able 
to fulfill the Board's vision, but we have 
come a long way and the pace is quicken- 
Ing. 
DISCUSSION 

James J. Түновѕт, M.D. (Vancouver, 
B. C.).-There appears to have been а 
major shift in orientation of psychiatric care 
in mental hospitals. What form should the 
inpatient services of the future take.? Brief- 
ly, these trends would suggest first, that the 
inpatient services be seen as an aspect of 
community mental health services rather 
than vice versa; second, that the services 
be in centers of population and integrated 
with other medical services ; third, that the 
services provide treatment close to the pa- 
tient’s place of residence on a regional ba- 
sis ; fourth, that the hospitals be of a small 
size, so as to maximize the opportunities 
for the development of the therapeutic 
community and for adequate therapeutic 
administrative activities. 


THE STATE MENTAL HOSPITAL IN TRANSITION , 


e 
* 


[ March 


Generally speaking, it would seem T 
this description applies most readily to the 
psychiatric unit of the general hospital, 
which fulfills most of the requirements for 
the regionally located psychiatric inpatient 
services. | 

As far as the mental hospital is concerned, 
where it fulfills the above criteria of small 
size, appropriate regional placement, and 
relation to medical facilities, it could well 
serve as the basis or as an essential ingredi- 
ent in a community program. Otherwise, 
their use might be in several directions— 
first, they might provide the domiciliary 
care units of the future ; second, they may 
themselves be converted into general hos- 
pital units or for units for long-term active 
care. 

The disadvantage of most of our - mental 
hospitals on this continent should be clearly 
recognized— 

l. Size, structure and organization are 
unsuitable. 2. They are geographically and 
socially isolated. 3. They are not integrated 
with other medical services. 4. They are un- 
able to provide continuity of care. 5. Many 
of the problems over which the staff spend 
a great deal of time are pseudo-problems 
based upon the inadequate physical struc- 
ture and plant, upon the geographic and 
other isolation, and by the necessity to treat 
masses of patients with small numbers of 
personnel. 
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THE STRUCTURE AND FUNCTION OF THE PREDOMINATINC 
: SYMPTOM IN SOME BORDERLINE CASES * 


LEO Н. BARTEMEIER, M.D.? 


The patients to be discussed have been 
in treatment with several psychiatrists and 
psychoanalysts for several years without 
any appreciable improvement. The mental 
illnesses from which they suffer are char- 
acterized by a persistent physical symptom 
which is accompanied by anxiety. It is also 
characteristic of these patients that they 


feel desperate, are fearful of losing con- 


trol over themselves and complain that 
they are hopelessly Ш. Although they are 
also subject to insommia, headaches, and 
other symptoms their attention is constantly 
focused on a central symptom and all else 
in their lives is of far less importance. It 
is as though they regard it as highly dan- 
gerous and that they have to keep watching 
it so that it might not overwhelm them. It 
is this steady resistance that showed the 
necessity of joining with them for the pur- 
pose of learning what one could about the 
structure and function of their predominat- 
ing symptom. Their failure to be benefited 
by psychotherapy suggests the likelihood 
that any severe threat to the continuation 
of their predominant symptom might 
necessitate their becoming more openly 
psychotic. The following case reports may 
be useful in clarifying the title of this 
paper. 

Case 1.—A 25-year-old married woman who 
was referred for treatment because of an im- 


pairment in her vision which had its onset 
several days after she had given birth to her 


second son. Everything in her environment: 


appeared shadowy and as though she were 
looking through a screen. Her eyes felt strained 
and her inability to see objects clearly caused 
her to feel hopeless, depressed and desperate. 
She cried frequently, spoke of suicide and 
complained of having lost interest in her hus- 
band, her children and her home. She was a 
rather pretty woman with a child-like facial ex- 
pression and rather large eyes for which she 
had often been complimented. She was rest- 
less and afraid to be alone. Her husband, who 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Ра, Apr. 27- 
May 1, 1959. 

2 The Seton Psychiatric Institute, Baltimore, Md. 
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was 3 years older, was successful in his busi- 
ness, was more educated than his wife end Таа 
been reared in a higher social stratum: of zhe 
community. He appeared to be somewhat 'de- 
tached from his wife, reacted to Бе illness 
with very little feeling and carried out his 
responsibilities to her and their chilcren in a 
business-like manner. The patient was an only 
child whose parents were said to have teen 
sexually promiscuous throughout their mar- 
riage. Her father, who had died some yzars 
previous to the patient’s illness, was engaged 
in an occupation which necessitated his fre- 
quent absence from the home. During her 
adolescence she had often undressed her m=th- 
er whom she would find intoxicated, ssrawled 
across the bed when she returned home from 
school. These experiences had seemingly in- 
tensified her voyeurism and she often phan- 
tasied herself undressing and bathirg prcsti- 
tutes or watching her husband having 
intercourse with another woman. It was 
thought that her symptom of seeing objects 
as in a shadow was related to her intense and 
persistent voyeurism. 

She had often been drawn into social rela- 
tions by her husband’ but had never enjoyed 
them. She was envious of him, had never felt 
much interest in his work and had often won- 
dered whether she loved him anc. why she had 
married. She was sexually frigid and avoided 
intercourse as often as possible. She czred 
more for their children, but her marrage and 
her home afforded her very little satisfaction. 
Her hostility toward her mother was repre- 
sented in her dreams as houses on landscapes, 
frozen and covered with snow in tie same 
shadowy light of her daytime symptom. Her 
mother, who lived at a great distance хот the 
patient, was hospitalized because of a pro- 
longed depression during the time the patient 
was in therapy. Instead of having developed 
a characteristic and obvious puerperal psy- 
chosis it would seem that this patent had 
withdrawn from her environment threugl her 
eyes. Simultaneously her symptom cischarged 
her instinctual impulses by diminishing the 
light of all objects in her environment. The 
structure of her symptom appeared то corre- 
spond with the typical neurotic symptom, but 
because of an unequal compromise between 
the instinctual impulse and the cefers= against 
it the symptom was accompanied by anxiety. . 
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Case 2—A 58-year-old married woman who 
was hospitalized for the treatment of gener- 
alized muscular spasms which were persistent 
and severe. This symptom had been present 
for many months and had been insidious in its 
development. She had been unable to do her 
housework апа had obtained no relief through 
the intensive psychotherapy she had previously 
undertaken. This patient was critical and sar- 
castic with the nurses and expressed her dis- 
satisfaction with whatever they attempted to 
do in her behalf. 

Her muscular spasms and the associated 
generalized muscular tension were constant 
throughout Ler waking life and her symptom 
became more intense and painful during psy- 
chiatric interviews. This aggravation of her 
suffering occurred during every visit with any 
physician on the hospital staff. When she left 
the hospital after a year, her symptom was as 
severe as it had been on admission. 

This patient was the ‘mother of 6 children 
and the wife of a man who had suffered a 
mental illness in connection with his military 
service. Two of the children had schizophrenic 
illnesses. The patient was raised in an isolated 
environment in a family having a meager 
financial income. She was in the care of а 
physician during the time she had been en- 
gaged to be married because of severe in- 
somnia. Some years prior to the onset of her 
muscular spasms and tension her husband had 
taken his leave of her by establishing an apart- 
ment for himself in the large home which the 
family occupied. It was finally learned that he 
had promised the patient that he would never 
reveal to any; one that she had suffered an 
acute mental illness for which she had been 
hospitalized many years previously. 


It is well known that when cortisone was 
administered to patients suffering from 
rheumatoid arthritis, some of them were re- 
lieved of their arthritis, but developed 
schizophrenic illnesses which required hos- 
pitalization. After they had recovered from 
these psychoses their rheumatoid arthritis 
recurred. 

If it had been possible to relieve this pa- 
tient of her muscular spasms and her painful 
muscular tension she would have probably 
experienced a recurrence of her previous 
psychosis. The structure of her symptom 
appears to have been similar to the symp- 
toms of rheumatoid arthritis and at the 
point in time that she was seen a diagnosis 
of a psychosomatic affection would not 
have been in error. This patient had no 
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seem that through this symptom and the 
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difficulty discharging her hostile feelfngs 
toward other women. With men, however, 
she portrayed an attitude of suffering and 
her hostile feelings were intensified during 
every interview with the hospital physicians, 
all of whom were men. ° 


Case 3—A 28-year-old single man who won- 
dered whether hypnosis would relieve him of 
his intestinal spasms and re-establish his con- 
trol over his flatulence. He had been in treat- 
ment with 5 different psychiatrists for almost 3 
years. He said that his case had been bungled 
and that his whole life had been wrecked. He 
was tall and asthenic in appearance and was 
restless and apprehensive during the inter- 
views. 

Because he had lost control of his flatus 
he had been unable to work for 3 years and 
had remained at home with bis parents and 
his younger sister. She had developed a schizo- 

hrenic illness one year prior to the onset 
of his intestinal symptom. He had taken her 
to a psychiatrist for several appointments. 
During hospitalization she recovered sufficient- 
ly to return home. He worried about her con- 
tinuing disability. His father had retired from 
his restaurant business and had died after 
injuries received during a fall several months 
previously. 

After graduating from high school this pa- 
tient held several short time jobs and then 
held a longer position as a draftsman until 
he enlisted in the Army. His 3 years of military 
service included 6 months duty overseas and 
following his discharge he retumed to his 
former position as a draftsman. One week after 
he began studying engineering after working 
hours he became incapacitated because of 
losing control of his flatus. | 

The psychological evaluation showed him to 
be an extremely autistic individual who was 
almost constantly preoccupied with hostile 
destructive impulses. He appeared able to 
maintain some semblance of control through 
emotional and social withdrawal. The psy- 
chologist also expressed the opinion that his 
symptom enabled him to make a borderline 
adjustment. Both the psychiatrist and the 
psychologist regarded this patient as suffering 
from a latent or incipient schizophrepia. * 
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This patients predominant symptom ap- ` 
pears to have served a function of а ` 


different order than the principal symp- 
tom of the 2 previous patients. His excessive 
flatulence afforded a frequent discharge of 
his hostile destructive impulses. It would 
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soMal withdrawal it necessitated his schizo- 
phrenic psychosis was maintained at a 
level of low intensity. The predominating 
symptom in this patient was, therefore, re- 
garded as a defensive device which pro- 
tected him from a more severe psychotic 
development, This was the probable reason 
why intensive psychotherapy with this pa- 
tient had been so unsuccessful, 

The symptom of the first patient, which 
was characterized by seeing all objects in 
a shadowy light, was also observed in 
another young mother who awakened in 
terror from a dream in which she was 
helpless to prevent the drowning of her 
daughter. On awakening, her surroundings 
were in.a dense fog. When she discovered 
that this alteration of the atmosphere was 
due to something within herself she felt 
strange and remained in a state of de- 


tachment for several days. She said “еуегу- 


thing seems unreal and I feel removed and 
at a distance." This acute disturbance was 
identical with the way she had felt during 
the onset of her previous schizophrenic 
psychosis. She was most fearful she would 
again become psychotic because of the 
anxiety aroused by her symptom but this 
repetition in minature of her psychosis 
was only transitory. The gratification of her 
murderous impulse in her dream without 
distortion by the dream work was char- 
acteristic of the predominating symptom 
in these patients. The feeling of helplessness 
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which this patient experienced in her dream 
became distorted in her waking life. Having 
witnessed her daughter drowning wes a 
visual experience which also became dis- 
guised after she awakened. What she had 
seen in her dream was hidden from view 
by the fog she saw upon awakening. When 
this transitory delusion could not be main- 
tained the helplessness she had exzeri- 
enced in her dream was changed intc the 
feeling of being removed and at a distance 
from her destructive impulse. The ber- 
sistance of her dream in her waking life 
provoked her anxiety and the predominat- 
ing symptom was a transitory psvchosis. 


SUMMARY AND CONCLUSION 


The predominating symptoms of the pa- 
tients I have been describing have been 
accompanied by anxiety and they have 
served the function of protecting them from 
further developments of their psychoses. 
These are the patients whom a descriptive 
psychiatrist might classify as borderline 
because they have neither delusions nor 
hallucinations and are, therefore, nct re- 
garded as legally commitable. Thev are 
unlike the ambulatory  schizophrenias 
described by Gregory Zilboorg, but they 
are representative of patients who suffer 
from the same group of illnesses, ie. 
schizophrenias which are modified эу a 
predominant symptom that is associated 
with anxiety. ' 


THE PSYCHIATRIST AND THE RELEASE OF 
PATIENT INFORMATION у 


MARC H. HOLLENDER, M.D.! 


In recent years, increasing attention has 
been focused on the social matrix or ground- 
work of psychiatrie practice, especially as 
concerns the hospitalized patient. In this 
connection it is important to examine the 
relationship of the hospital psychiatrist and 
the agencies or organizations requesting in- 
formation and/or recommendations con- 
cerning patients or former patients. 

Although there is a paucity of literature 
on this subject, it would seem that the re- 
quests for information usually are con- 
sidered in terms of what data should be 
imparted and what should not. The follow- 
ing question then arises: Whose agent is 
thé hospital psychiatrist ? Is he the agent of 
the patient, the hospital, the community, 
the government ? This issue has been dis- 
cussed in detail elsewhere(1). It should be 
noted, however, that only in private office 
practice can the psychiatrist be exclusively 
the agent of the patient. In hospital prac- 
tice, and especially when the patient has 
been deprived of his freedom (as in com- 
mitment), some of his rights are taken over 


by others(2). In these circumstances the ' 


psychiatrist must represent the state, the 
hospital, or tke relatives, as well as the pa- 
tient. The effort to protect the patient and 
to represent him as much as possible has led 
some institutions to stamp all released data : 
“Not to be usad against the patient's inter- 
ests." Other institutions attempt to be im- 
partial, while a few assume the role of the 
agent of the organization requesting in- 
formation. 

Debates as to what information should be 
imparted or whose agent the psychiatrist 
should be, serve to obscure an issue of more 
far-reaching consequence. Instead of asking 
what should be said, it is reasonable to ask 
first if anything should be said. The follow- 
ing question might also be posed: Is the 
hospital psychiatrist oriented to therapy or 

. 


1 Professor and Chairman, Department of Psychiatry, 
State University of New York, Upstate Medical Center, 
and Director, Syracuse Psychiatric Hospital, Syracuse, 
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to public service or does he believe that 
he can encompass both objectives ? 

To discuss this issue, we must consider 
the effect of imparting information on the 
practice of psychiatry. What happens if the 
psychiatrist provides a public service as a 
fact-gathering and information-dispensing 
agency ? This, and a number of related 
questions, will be considered. 


TYPES OF REQUESTS 

The day after a major fire occurred in the 
community, the police called requesting in- 
formation concerning a man employed by 
the company which had sustained the damage. 
Because it had been learned that he had been 
a patient at the hospital, the police wondered 
if he was а "pyromaniac." 

А dean requested information concerning 
a former patient who had applied for ad- 
mission to college. Would we provide a diag- 
nosis and recommendations ? À similar request 
was received from a school of nursing. 

The following note was received from a 
member of the Reporting Department of a 
nationally known credit-rating organization : 
"Please send proper forms to Mr. K., regarding 
his giving clearance to (name of company), 
only and no other parties, to investigate treat- 
ment and final disposition of his case." 

А letter concerning another former patient 
stated: "Mr. P (date of birth), has made 
application with this hospital as a laborer 
(custodial) . . . We would like to have a 
summary of his medical and psychiatric con- 
dition. You are assured that any information 
furnished will be held in the strictést con- 
fidence." | 

The Federal Bureau of Investigation re- 
quested information concerning a man, re- 
putedly formerly a patient, who had applied 
for a position in a government agency. Infor- 
mation was also sought in connection with an 
application for a permit to possess а гейт 
and in connection with the processing of an , 
application to adopt a child. 

Of the numerous requests made by in- 
surance companies, two have been selected 
as examples. A member of the Claim Depart- 
ment wrote: "We understand that Mr. M has 
been confined to your hospital . . . May we 
please have a statement verifying the period 
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of Ж©айплешей, and including his condition, 
psognosis, and any pertinent comments that 
you might like to give us that might help us 
to better evaluate the degree of Mr. M's 
disability. We would also appreciate a copy 
of your data and case history . . . Also, because 
of the type of Mr. M's illness, we wonder if 
you would consider him competent to endorse 
checks and direct the use of the proceeds 
thereof with a clear understanding of the 
nature of his acts." 

The Medical Director of an insurance com- 
pany wrote: "Your patient has signed the 
enclosed authorization. Will you please advise 
us of the details of consultations during the 
past five years so that we may determine his 
eligibility for insurance." 


SHOULD THE PSYCHIATRIST SUPPLY 
INFORMATION ? 


It is apparently assumed that many of 


the requests placed for reasons of insura- 


bility, police or legal action, or acceptability 


for a position or school are reasonable and 
should be answered. Аз previously stated, 
it may be argued then that the information 
imparted should be selective and in the 
interest of the patient. While this may be 
the expedient course of action, it would 
seem important to question it in light of 
long-term and far-reaching consequences. 

If information is sent out, will the patient 
see the psychiatrist as his helper or as a 
possible informer? To spy—and this may 
not be an unreasonable term—on a patient, 
runs counter to our usual psychotherapeutic 
endeavors which aim at understanding and 
reeducation. In fact, if the patient regarded 
the therapist as a potential spy or informer, 
the relationship and treatment process 
would be markedly altered, This would be 
true even if the patient believed that in- 
formation would be furnished only if he 
gave his written consent. 

The argument might be advanced that 
the hospital psychiatrist possesses informa- 
tion indispensable to others. In certain in- 
stances data obtained during the course of 
psychotherapy might be of considerable 
value in legal and other determinations. It 
should be noted, however, that personal 
history and private feelings will be dis- 
cussed only if confidentiality is assured. 
Even if information were to be released 
only in the patients interest, he would be 
encouraged to make “аз good a case as 
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possible" instead of frankly expressing him- 
self.  - 

Persons in fields other than psychiatry 
are aware of the damage that might result 
if the psychiatrist attempts to be both 
therapist and purveyor of information. Two 
instances will be cited. In a precedent- 
establishing case in the State of Illinois, a 
Circuit Court judge(3) declared : ` 


It is conceivable that the courts in a situażžon 
such as is presented here today wculd say, 
true, you are engaged in the profession of 
healing the mentally disturbed, the mal- 
adjusted members of our society . . . We know 
that you cannot do it without obtaining the 
confidence of your patient and getting the 
information from him. Nevertheless, it is our 
job to get all the information we сап in order 
to correctly dispose of a case. Therefore, we 
are going to compel you to disclcse those 
matters which came to you as a result of your 
confidential relationship and thereby run ‘the 
risk of such a disservice to society as may rob 
it of a healing process affecting thousands and 
perhaps millions of our inhabitants. 

My understanding of the law is ctherwise. 
I am persuaded that the courts will guard the 
secrets which come to the psychiatrist and will 
not permit him to disclose them. I am per- 
suaded that it is just one of those cases 
where the privilege ought to be granted and 
protected. And the social significance ог it 
is probably even greater than that which 
comes from the protection of the commimi- 
cations between lawyer and client. 


In an article entitled, “A Criminologist 
Looks at Privilege,” MacCormick(4) stat- 
ed : 


Giving parole boards access to what is dug 
up in individual and group therapy would 
be opening a veritable gold-mine to -hem. But 
the shaft of that mine is sealed to them and to 
institution administrators, and must stay sezled. 
Prisoners have their eyes always on the day 
of release and their minds always on what may 
advance or delay that day. Unless they can 
be sure that whatever they reveal in therapy 
wil not be reported to the institution ad- 
ministration or the parole board, the effeciive- 
ness of psychotherapy will be disastrausly 
impaired and will eventually cease to exist. 


The question might Поу be raised : “Who 
will provide the information required by 
schools, employers, insurance companies, 
credit-rating organizations, efc.P The an- 
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swer would be that they might hire their 
own psychiatrist for this purpose. The role 
of such a psychiatrist then would be clearly 
"defined. He would not obtain data, to be 
used for decision making purposes, under 
the guise of helping or treating the patient. 
As in the case of the parole boards, valuable 
information, possessed by a hospital psy- 
chiatrist, might be withheld to protect the 
effectiveness of psychotherapy. 


WHAT HAPPENS WHEN PSYCHIATRIC 
INFORMATION IS FURNISHED ? 


If the principle that information should 
be imparted were to be accepted, many 
questions would still have to be answered. 
The first would be: Is the information 
furnished really useful? If it is merely to 
substantiate the facts of hospitalization for 
insurance purposes, obviously it is. It might 
also be of value’ in exceptional circum- 
stances, such as the one cited involving the 
deliberations of a parole board. It is an- 
other matter, however, if it is to be used in 
determining employability, acceptability 
for admission to a school or induction into 
the armed forces. To predict, in such cir- 
cumstances, requires knowledge of (a) the 
person’s problem or disorder, (b) the 
nature of the task to be performed and (c) 
the relationship, if any, between the two. 

If the contradictory testimony of so-called 
experts in legal disputes is recalled, it 
should be clear that "facts" can be arranged 
and viewed іп different ways and that con- 
clusions based on them vary widely. 

In assessing the patient's problem or dis- 
order, it must be borne in mind that there 
is a profound difference between psychiatric 
and (other) medical data. While the latter 
depends in a measure on information im- 
parted by the patient, it can be obtained 
largely by physical and laboratory exam- 
inations. The former, however, is almost 
entirely dependent on what the patient is 
willing to reveal. (Certain profound psy- 
chotic disorders would be exceptions.) 
Since speaking of problems has social 
implications (in contrast to speaking of 
the body), the patient may be reluctant to 
reveal certain pertinent data. 

For the most part, the needs of a job or 
school are understood by the psychiatrist 
only in a general sense. Because information 
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imparted to the employer or dean of adis- 
sions is to determine the capacity of «a 
person to adjust, it would seem essential for 
the psychiatrist to possess a detailed picture: 
concerning £o what the adjustment must be 
made. . 
The assumption often is made that psy- 
chological problems lower the tolerance 
to stress. This is based on the concept that 
a human being can be likened to a machine. 
capable of handling a specified load. Un- 
fortunately, this concept has only a very 
limited usefulness. Stress must be con- 
sidered in specific terms because it is well 
known that what is stress for one person 
may be lightly regarded by another. Thus, 
a specific job or a certain college environ- 
ment may or may not be stressful to a 
given person. The variables may be so 
numerous that no one could be certain in 
advance as to which combination would 
come to the fore and impinge. Moreover, 
there are situations in which so-called 
emotional problems (or patterns) are assets 
and not liabilities. This led to a seeming 
contradiction in terms during the war years, 
when there was the "successful neurotic 
soldier" (5). In this instance men who had 
become accustomed to anxiety sometimes 
seemed to tolerate battle conditions better 
than some of their fellow soldiers who had 
never previously experienced much anxiety. 
` Prediction, in this or similar instances, 
involves many variables, some known and 
others unknown, which can be arranged in 
an exceedingly great number of combi- 
nations. Obviously, from the standpoint of 
prediction there is little similarity between 
this situation and that of the physicist in 
a laboratory manipulating a single variable. 
I(6) have previously compared. the psy- 
chiatrist’s prediction of the emotional re- 
actions of a patient to a surgical operation, 
to the tout's selection of the winner of a 
horse race. The most that can reasonably 
be expected is an "educated" guess. Is this 
the type of recommendation that we would 
like to offer in a situation which may pro- 
foundly affect. a person's future? And if 
we make a statement, is it clearly labelled" 
as an "educated" guess or is it implicitly or 
explicitly labelled as a scientific statement ? 
It could be argued that it is sufficient to 
supply information which the recipient 
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miht use to draw his own conclusions. First 
of all, the selection of material, like the 
slanting of a newspaper article, might 
influence or even determine the conclusion 
reached. Secondly—and when there is rel- 
atively little slanting—how will the recipient 
do better at decision making than the 
psychiatrist would P In a sense, instead of 
being like a tout, he is like a “hunch-player.” 
Could he not do as well, or even better, if 
he applied his usual method for selection, 
uncontaminated by data which he under- 
stands poorly P 

The practice of supplying a label may be 
the most misleading of all(7, 8, 9). It is 
assumed that the label, psychoneurosis, de- 
fines a disorder much as diabetes mellitus 
does. But does it? The argument can be 
adduced that psychoneurosis is merely a 
pseudomedical term used to describe prob- 
lems in living, and that, in fact, it could in 
this sense be applied to every human being 
(10). Then where are we? 

Even the label schizophrenia, which may 
or may not refer to a medical disorder 
($.е., disease of the brain), does not contain 
within it reasonable grounds for predicting 
how capable a person will be to go through 
college or to perform satisfactorily at a job. 
To use the term in a letter, however, is to 
stigmatize the person so labelled. Modifying 
statements usually are of little avail. 

In this connection, the question should 
be asked : “До the words [ write convey the 
meaning I intend?” Or, "Are my words 
employed as calls for action rather than 
as partial forms of information ?" Does a 
word imply one thing to the psychiatrist 
and another to an employer or dean of 
admissions Р 

One situation recently reported will serve 
as an example of the difficulty which might 
arise when information is imparted . and 
recommendations are made. Boverman(11) 
stated : 


About three months after her discharge, and 


. af a time when I was observing that she had 


improved considerably and was operating 
effectively, she applied for reinstatement at 
-her last job. As a matter of form, her previous 
employer requested information from the 
hospital about her illness and her working 
capacities. Although knowing she was in 
therapy, the hospital replied, in а several-page 
letter, to the effect that it was certain she 
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could not be entrusted in the future with a 
job because of her severe illness and impair- 
ment of judgment. She, naturally, wa; unable 
to be reinstated, but within a few weeks 
obtained a new job of greater complexity and 
responsibility and has been doing well in it 
since. 


In this instance, incidentally, the hospital 
acted as an agent for an employer. Bover- 
man did not question whether any in- 
formation at all should have been released 
to her previous employer either by himself 
or the hospital His point was that the 
woman was not rehired because the hospital 
supplied out of date information instead of 
consulting with him. This exanrple also 
illustrates the problem which may arise if 
information derived during a pericd of 
hospitalization is used for predicting future 
performance. ; 


COMMENT 


It can be inferred from the volume and 
type of questions asked that it is common 
practice for the psychiatrist to furnish in- 
formation to various agencies. Notes in the 
literature, similar to Boverman's(11), would 
also seem to bear this out. No doubt the 
way in which these requests are hzndled 
varies. In some instances, the practice may 
be to respond only to physicians, As pre- 
viously mentioned, some hospital psychi- 
atrists wil provide informatior if it is 
“for the good of the patient,” and then only 
if a release form has been signed So-called 
unreasonable requests (for example, a wife 
demanding data which might favor her 


divorce action) are apt to go unanswered, 


or are answered with a note that no in- 
formation can be released. 

The expectation that requests will be 
answered and the practice of complying, 
in part, stems from the general 2ractice of 
medicine. Too little attention has been 
paid to the difference in the social signifi- 
cance of data applying to how a person 
feels, thinks and lives, on the one haad, and 
to how his body functions, on the other 
hand. 

It may also be that psychietriscs have 
had too great a need to prove tieir useful- 
ness as members of Фсіеіу. As possessors 
of special and secret data (much like the 
possessor of choice bits of gossip), they can 
gain recognition, and perhaps even power, 
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if they are willing to share their possessions 
with others who can use them. In my opin- 
ion, they have even been seduced to claim 
that they have the ability to foretell the 
future in a way that no one else can. Thus, 
“educated” guesses have been dispensed as 
though they were “sure things.” 

It is ofter argued that information is 
supblied only because the therapist is 
eager.to assist the patient who needs his 
help. This clearly reduces the patient to the 
role of the helpless child. What effect, it 
must be asked, will this have on therapy ? 

The practice of being both therapist and 
“public servant” (or informer and/or judge) 
has appeared in the most unexpected places. 
For example, the psychiatrist to the student 
health service at a medical school may 
function as a special advisor to the grades 
committee; о> training analysts in a psy- 
choanalytic institute may submit reports 
and make recommendations to the edu- 
cational committee concerning their analy- 
sands. 

Whether information should be released, 
and if so, what kind, must be considered 
in terms of the context of psychiatric 
practice. It is only in private office practice 
that a strictly confidential relationship can 
be maintained with the psychiatrist (or 
psychoanalyst) serving as exclusively the 
agent of the patient. In the hospital setting, 
a one-to-one relationship is impossible. As 
discussed in another рарег(1), the psy- 
chiatrist is often tbe agent of the patient's 
family or the hospital as well as of the 
patient, Їп so far as the patient is unable 
or unwilling ta assume responsibility and 
to participate in decision-making concern- 
ing the treatment he will receive, this must 
be taken over Бу others, usually his family. 
To function in decision-making, the family 
must be provided with information. It 
should be notec. that decision-making is for 
the patient and is concerned with the 
practical aspects of dealing with his dis- 
order. This stends in sharp contrast to 
making decisions about the patient's ability 
to work or attend school after he has been 
discharged from the hospital. In the latter 
situation, the focus *s on the good of an 
institution (company, school еѓс.), whereas 
in the former, it is on the good of the 
patient. This is rot substantially negated by 
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professions of concern for the ране 
future. è 

It would seem that the hospital psy- 
chiatrist will have to decide whether his 
function is oriented to treatment or to pub- 
lic service. Moreover, the decision reached 
should be made explicit. To encompass both 
roles would be possible only if psychosocial 
problems and psychiatric disorders were re- 
garded as physical illnesses and treated ex- 
clusively with medications and physical 
therapies (electroshock, lobotomy еёс.). 
Psychotherapy, dealing as it does with 
man’s psychological and social life, would 
be seriously incapacitated if private (or 
semi-private) information were made avail- 
able for public service purposes. Eventually, 
it would become generally known that what 
a person related concerning himself might 
be used against him. Or, even if it would 
only be used "in his best interest," he might 
be circumspect so that as good a case as 
possible could be presented in his defense. 

Those persons, referred by the courts, for 
examination for the purpose of determining 
their "sanity' obviously should not be 
housed in a hospital. In this instance the 
institution provides a public service and 
not a treatment function. It might be 
likened to a jail in which persons are de- 
tained while psychiatrists examine them for 
the purpose of society. 


SUMMARY 


In this article the relationship of the 
hospital psychiatrist and the agencies re- 


questing information and/or recommenda-. 


tions concerning patients has been examined. 
Two questions immediately arose : 1. Whose 
agent is the psychiatrist? and 2, Is he 
oriented to therapy or to public service or 
does he believe that he can encompass both 
objectives ? 

The types of requests for information and 
recommendations were enumerated. It has 
apparently been assumed that many re- 
quests are reasonable and should be an- 
swered. The problem then was to determlne 
which ones weré reasonable and to decide 


how they should be answered. It was” 


suggested that the first issue should be 
that of questioning whether the psychiatrist 
should supply any information. This was 
then considered in terms of its effect on 
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psychotherapy. Obviously, therapy will be 


altered if the patient sees the psychiatrist 
as a possible informer as well as a helper. 

If information is supplied, is it really 
useful ? This brings us face to face with the 
issue of how well predictions can be made 
in instances involving many variables, some 
known but many unknown, which can be 
arranged in an exceedingly large number of 
combinations, Some comments were, also, 
made on the misleading effect of labelling. 

The expectation that requests would be 
answered and the practice of complying, 
in part, stems from the general practice of 
medicine. Too little attention has been 
paid to significant social factors. It was 
suggested that psychiatrists might be se- 
duced to claim that they possessed special 
ability to foretell the future. Аз a result 
"educated" guesses might be dispensed as 
facts. 

During a period of hospitalization, the 
patient's family might have to be provided 


. with information to participate in immediate 


decision-making. This stands in sharp con- 
trast, however, to making decisions about 
the patient's ability to work or attend school 
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after he has left the hospital and is assuming 
responsibility for his own welfare. 
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THE FOLLOW-UP OF DISCHARGED MENTAL PATIENTS 
BY THE PUBLIC HEALTH NURSE ! 


FLORENCE A. BEASLEY, R.N.? CLAIRE S. CALLAWAY, M.S.W.,3 


AND TRAWICK H. STUBBS, M.D.? 


Public health agencies have for years 
combatted diseases that threaten the physi- 
cal well-being of man. Only recently have 
we seen the »eginning of programs to meet 
public health responsibilities in the mental 
health field. 

Traditionally, the focus in health depart- 
ment activities has been on prevention. We 
must continue to exert every effort toward 
the prevention of mental illness even though 
we must awzit more specific knowledge in 
many areas. At the same time, we must lend 
our efforts also to helping the person who 
is already mentally ill, and to his family. 

The challenge is two-fold : 1. How can 
we make optmum use of resources to meet 
` the increasing demands for services for the 
mentally ill 5eyond the walls of the hos- 
pital апа 2. What can a state-wide public 
health program provide in spite of the short- 
age of psychiatrically trained personnel ? 
We should lixe to describe an approach to 
the problem that has been made in Georgia 

. & program of public health nursing 
services to the mentally ill. 

The Georzia Department of Public 
Health, in cooperation with the Milledge- 
ville State Hospital (the only state menta] 
hospital in Georgia) initiated such a pro- 
gram on January 1, 1953, which was de- 
signed to serve the families of the mentally 
ill, and provide partial follow-up services 
for patients. Full details are available(1, 2 
3). This program began as a pilot project 
in 6 small, rural counties in the central part 
of the state with 2 larger, urban counties 
added the next year. At the end of the 
second year, 7955, an evaluation was done 
and this service made a part of the general- 
ized public health nursing program in the 
state. 

Prior to the initiation of this project, 
it had long been felt that а broad area of 


1 Read at the 115th annwal meeting of The American 
Psychiatric Ássoziation, Philadelphia, Ра., Apr. 27-May 
1, 1959. 

? Georgia Dept of Public Health, Atlanta, Ga. 

. 3 Milledgeville State Hospital, Milledgeville, Са. 
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health supervision was being neglected in 
our pubic health programs by the exclusion 
of the mentally ill. We felt very strongly 
that the psychiatric patient and his family 
faced many of the same kinds of problems 


that accompany any long-term chronic ill- - 


ness and that public health nurses could be 
helpful in much the same way as with 
tuberculosis, cancer, or cardiac conditions. 
We knew, from personal contacts with pub- 
lic health nurses, that many of them were 
being called upon by community agencies, 
by patients and families for varying- kinds 
of services, but they were not working on 
any planned program basis in relation to 
the mentally ill. 

It was never intended ‘that the public 
health nurse do psychotherapy, but that 
her activities would be more in the area of 
supportive services. A number of activities 
in which the public health nurse could 
function in relation to the patient, the fam- 
ily, and the community were listed, not in 
the sense of setting limits, but rather as a 
guide by which she could feel more secure. 
These were : | 

1. Help the family to accept the patient's 
illness, his need for treatment, and perhaps 
hospitalization. 

2. Interpret the hospitals rules and regu- 
lations, diagnostic and treatment proce- 
dures. 


3. Encourage families to allow the patient . 


to remain in the hospital until the medical 
staff felt that he was ready for furlough 
or discharge. 

4. Encourage communication between 
the family and patient ; between the family 
and the hospital. 

5. Help the family to accept the patient 
back into the home and explain furlough or 
discharge procedures. 

6. Help the family to return the patient 


to the hospital if further treatment is in-' 


dicated. 

7. Direct the family and/or patient to 
community agencies if additional services 
are needed. 


» 
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8: Promote mental health education in 
the community. 

9. Help the community to understand 

and accept the furloughed or discharged 
patient. 
When we were ready to begin the pilot 
project, the state hospital designated the 
social service department as the health 
department's point of contact with the hos- 
pital. Inter-agency referral forms were 
developed for use by the 2 agencies in 
exchanging information regarding patients 
or families. 

One of the foremost questions confronting 
us was how to find the people who were 
in need of service and establish a case-load 
for each nurse. All commitments are made 
through the county Court of Ordinary, and 
this seemed the logical place to start. Rec- 
ords in the Ordinary's office listed names 
of patients committed, but at that time, 
there was no record of patients who had 
been released from the hospital. We took 
the problem back to the hospital and the 
following arrangement was made : 

1. The hospital agreed to send to the 
county health department an abstract of 
the record of every patient in the hospital 
or out on current furlough at the time the 
county started the service. 

2. The hospital would notify the health 
department when a patient was released on 
furlough or discharged, including voluntary 
admissions. 

3. Information on newly committed pa- 
tients would be furnished to local health 
departments only on request. 

4. County health departments would 

arrange with the Ordinary for notification of 
all new commitments. 
This arrangement provided the basic case- 
load ; additional referrals have come from 
local physicians and from community agen- 
cies as the service became known in the 
community. 

. Soon after the health departments began 
receiving referrals, a system of priority for 
home visiting was established as a further 
.guide for the nurses. The priorities were 
"established in the following order : 

l. To families of newly committed pa- 
tients or patients awaiting commitment. 

2. To furloughed or discharged patients. 

3. To families of patients who could be 
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furloughed if home conditions were favor- 
able and the family willing. 

4, To families of patients considered to 

be institutional cases. 
The frequency of nursing visits has been 
left to the judgment of the nvrse, depend- 
ing upon the needs of the pztient and/or 
family, or other problems en2ountered . in 
the home. 

Reports of initial visits to patients and/or 
families are sent to the stete hosp-tal; 
reports of subsequent visits are made znly 
if there is additional pertinent informa-ion. 
The nurse visits patients released from the 
hospital as "restored" just as she does the 
patient on furlough, but makes a report 
on these patients only in the case of re- 
commitment. 

Ás part of the preparation of the public 
health nurses for beginning this service, a 
3-day orientation is held at the state hos- 
pital. The nurses observe the various treat- 
ment procedures, recreational and occupa- 
tional therapies, attend diagnostic clinics, 
and are given lectures on selected topics by 
members of the hospital staff. 

In-service education progrems are con- 
ducted in local and regional health depart- 
ments as requested, and consultation from 


the mental health consultant nurses and 


other members of the staff of the Division 
of Mental Health is always available. 

As the program develops, the neec. for 
more adequate medical and psychistric 
supervision for the patients :s a Droblem 
that is а challenge to the 50 psy chiazrists 
and the 3200 other physicians in the state, 
as well as to our health departments. 

Georgia is a state comprising 159 coun- 
ties, all but 10 of which have organized 
health departments. The counties are 
grouped together into 38 health districts 
and at the present time there are 26 full 
time medical directors and zpproximately 
500 publie health nurses employed. The 
expansion of this service into the 159 coun- 
ties is proceeding. Public hezlth nurses in 
49 counties are now offering suppartive 
services to families of newly committed 
patients, to families of patients already hos- 
pitalized, and to patients on cu-rent fur- 
lough or recent discharge from the state 
hospital. 
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Recently, a staff physician at the state 
hospital remarked, 


I had wondered so often why families of many 
of my patients never visited. Now that we get 
reports from the public health nurses I find 
that most of those who don't visit have some 
Serious problem at home, or just can't afford 
the trips. I feel better knowing it isn't lack of 
interest. 


The clinical director of one of the services 
stated, | 


We, in the hospital, аге vitally interested in 
what happens to the patient when he goes 
home. So much of the time we never know 
anything unless the patient has to return for 
further treatment, This program now keeps us 
informed about the patient after he returns 
to the community, and we appreciate that. 


The social service department summarizes 
additional benefits, 


Since the beginning of the pilot project in 
1953, there have been valuable services ren- 
dered by the public health departments in the 
counties in the program. 

Due to the education and interpretation 
given families of patients, there has been con- 
siderable increase in the interest of families. 
This has been manifested by more visiting to 
patients, more writing of letters, sending of 
gifts, and also more acceptance of the patients' 
returns to their homes. 

Reports sent to the hospital by the public 
health nurses have been of great value to the 
medical staff. This information has given the 
staff a better understanding of the home sit- 
uation and other environmental influences, and 
has been particularly helpful in the study of 
a case when the patient is being considered for 
furlough. | 

When the hospital has been unable to ob- 
tain a social case history in their routine 
procedures, the public health nurses or the 
local Department of Public Welfare have as- 
sisted the families in filling out a question- 
naire summary. 

The nurses' services have been valuable re- 
garding the status of the next-of-kin. When 
a change in the next-of-kin is indicated, the 
hospital notifies the Ogdinary of the patient's 
county of residence asking that another next- 
of-kin be designated. This information is very 
important to the hospital in the case of illness, 
furlough, or death. 


A 


THE FOLLOW-UP OF DISCHARGED MENTAL PATIENTS, 
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Let us now look briefly at another pro- 
gram being developed in Georgia in which 
publie health nurses are actively involved 
in follow-up services to mental patients 
and their families, 

On July 1, 1957, funds were made avåil- 
able to the Georgia Department of Public 
Health by the Governor for the develop- 
ment of a program of intensive: treatment 
of mentally ill patients in psychiatric units 
of general hospitals(4, 5). Patients are 
referred to the local health departments by 
their own physician or other appropriate 
medical sources. If certain financial and 
medical eligibility requirements are met, 
the application is accepted and the patient 
sent to the participating hospital nearest 
his home. Tex monies appropriated for 
this intensive treatment program are ad- 
ministered by the division of mental health ; 
treatment is the responsibility of the three 
participating hospitals and their psychiatric 
staffs. 

In this program, the public health nurse 
offers the same kinds of supportive services 
to patient and family as she does in the 
program just,described. The major differ- 
ences аге: 

1. Frequently, the nurse has more con- 
tact with the patient and family prior to 
hospitalization, during the waiting periods 
of non-emergency admissions. 

2. Application for treatment must be 
made voluntarily. 

3. Expansion of nursing services in the 
state hospital program is on a county by 
county basis. Applications for treatment of 
patients in this program are accepted from 
all counties, therefore many nurses are in- 
volved in follow-up services earlier. During 
the first year, applications were approved 
for 290 patients in 79 counties for the in- 
tensive treatment program. 

4, Since all admissions are on a voluntary 
basis, there is less chance of the nurse being 
viewed as someone “spying” for the hospital. 

5. In addition to other reports, a specific 
report is made to the division of mental 


health at a specified interval following the. 


patients hospitalization. 

The mental illness-mental health problem 
is a tremendous one regardless of how it is 
approached. The shortage of resources is 
emphasized in the third annual report of 
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the foint Commission on Mental Illness 
and Health (p. 6)(6) : 


We have not found a community that has all 
the services needed in the mental health field, 
and one inevitable conclusion from any survey 
will Фе the need for the creation of new serv- 
ices, or expansion of existing ones, both in 
quality and quantity of service. This finding 
leads us to-the major inconsistency in our 
whole programming in this area ; namely that 
manpower is not and will not be available for 
these new and expanded services. 


We do not feel that we have the answer, 
but the programs just described are filling 


а need in this state. Furthermore, such 


programs point up a way of applying cur- 
rent concepts that emotional illness involves 
not just individuals, but cultural and en- 
vironmental influences in the family and 
the community. 

We are poignantly aware of the fact that 
if such programs continue to be developed 
over the country, some changes will prob- 
ably be needed in nursing and medical 
educational programs in order to prepare 
more adequately the practitioners for the 
roles expected of them. At the same time, 
in-service educational programs must con- 


‚ tinue to supplement the educational needs 


of all levels of departmental staff. 


' SUMMARY 


The Georgia Department of Public 
Health, in cooperation with the Milledge- 
ville State Hospital initiated a program 
of supportive services by public health 
nurses to mental hospital patients and 
their families in January, 1953. This pro- 
gram was not limited to the discharged 
patient, but included the patient and family 
at the time of commitment, during the pa- 
tient's hospitalization, and after discharge to 
the community. Аї the end of 2 years as a 
pilot project, the program was evaluated 
and this activity included as a part ой the 


. gengralized public health nursing program 


*'The Milledgeville State Hospital was transferred, 
ly Executive Order, from the Department of Public 
Welfare to the Department of Public Health on April 
24, 1959. | 
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state-wide. It is now operating in 49 of the 
states 159 counties. 

А second program is presently being 
developed as a part of a state-aid program 
for intensive treatment of mentally ill za- 
tients in general hospitals. Essentially the 
same kinds of supportive services аге of- 
fered to patients and families by the public 
health nurses. : 

These programs are wavs of applying the 
current theoretical emphasis that emoticnal 
illness involves not just individuals, but 
situations and relationships in families апа 
communities. 

As modem public health p-ograms seek 
to deal seriously with the problem of men- 
tal illness, а balance must b= maintained 
between services to the sick and prevertive 
and health promoting zctivides for total 
populations. The present program of the 
Georgia Department of Public Health, сует- 
lapping both areas, offers opportunity for 
continuing development of public health 
programs on a sound basis of experience 
which bridges gaps between hospital and 
community. 

The development of newer program: and 
the involvement of public health n=rses 
in а broader scope of health services 1aises 
many questions for those interested in the 
preparation of future public hea.th nurses 
as well as the continuing edu-ation of those 
currently employed. 

We believe this type program, modified. 
to fit the special situation in zach state, will 
be an important element in the total re- 
sources for offering follow-up services то the 
mentally ill. 
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CLINICAL NOTES 


Recommended Reading—" Trials and Tribulations” by А. A. Baker, M.D. and J. С. Thorpe, 
Ph.D. in the October issue of the Journal of Mental Science, p. 1082. 


EFFICACY OF TRIFLUOPERAZINE IN CHRONIC MENTAL ILLNESS 


This is a report on a rigorous 8 month 
study constructed to test the efficacy of 
trifluoperazine? (Stelazine) in a ward 
population cf chronically regressed elderly 
female patients. Thirty women were chosen 
because they were not then receiving any 
tranquilizer. Age range was 58 to 88, aver- 
aging 72, Average length of hospitalization 
was 20 years. Twenty-two patients were 
classified as having chronic varieties of 
schizophrenia, 6 chronic brain syndrome, 
and 2 had manic-depressive psychosis, 
manic phase. 

A doubled blind key ? was constructed to 
divide the group into placebo and drug 
groups. Initial dosage was 2 mg. bid. 
raised by increments of 2 mg. daily at inter- 
vals of 10 days to 2 weeks. Preliminary 
weights, liver profiles, hematologies, vital 
signs, and target symptom interviews were 
obtained. 

At the end of 4 months all patients had 
reached 24 mg. daily except those who 
had their medicine discontinued because of 
serious side effects. Two patients, both on 
Stelazine, were improved; and 3 were 
slightly improved, 2 on placebo and 1 on 
Stelazine. 

The second phase of the study was begun 
by starting on Stelazine (2 mg. bid.) 
those patients previously on placebo. Pa- 


tients previously on Stelazine were con-. 


tinued on their previous dosage. Two 
patients were considered to have had side 
effects of such severity from the first trial 
of Stelazine that restarting the drug would 
be an excessive risk. One patient who had 
been on placebo only died during the first 
4 months. The remaining 27 were placed on 
a progressively increasing dosage scale as 


1 Norristown State Hospital, Norristown, Pa. 

2 Supplied as Stelazine by Smith, Kline and French 
Laboratories, Philadelphia, Pa. 

3 Key arranged aad conducted by William P. Boger, 
Director, Department of Research Therapeutics, Nor- 
ristown State Hospital, Norristown, Ра. 
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before. Some patients reached as high as 
45 mg. daily, but most were leveled off. 


at lower amounts in an effort to control 
serious side effects. 

At the end of 8 months, 3 patients had 
“improved,” 3 had "slightly improved,” and 
23 patients showed no noticeable or con- 
sistent change in ward behavior or mental 
status. Of the 6 improved, none had lost 
their grossly psychotic reactions. These 
6 included the 2 patients with manic- 
depressive psychosis, and 4 with schizo- 
phrenia. 

The only side effects definitely attribu- 
table to the Stelazine in this study involved 
muscular dysfunction. Eight patients were 
seen to develop a typical Parkinsonian syn- 
drome with onset of incapacitating symp- 
toms at dosage ranges of 10 to 17 mg. daily. 
This group included 2 of the 3 “improved” 
patients and 2.of the 3 “slightly improved.” 

Seven patients developed a severe, pro- 
gressive, generalized muscular weakness of 
central nervous system origin with onset at 
dosage ranges of 6 to 17 mg. daily. No 
localizing sign or pathological reflex was 
noted on examination, but 2 of the 7 women 
had an early associated relaxation of the 
pelvic floor. An eighth patient developed a 
prolapsed uterus without generalized mus- 
cular weakness, the pelvic floor manifesta- 
tions occurring at 6 to 14 mg. per day. None 
of the patients with muscular weakness was 
psychiatrically improved. 


CONCLUSION 

Trifluoperazine is considered to be of 
limited usefulness and considerable toxicity 
in an elderly female population. . 

The 8 patients with increased muscular 
rigidity having 4 of their number improved 
by Stelazine should be contrasted with the 
absence of psychiatric improvement among 
the 8 women with muscular weakness, In- 
vestigation of this phenomenon may reveal 


* 
* 
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cluesto the operation of trifluoperazine. 
On the positive side, no agranulocytic, 

hepatotoxic, or biliary static effects were 

noted. А therapeutic agent which can im- 
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prove the ward management of cmne-fifth 
of the severely and chr ronically ill patients 
should be considered as part of the psy- 
chotherapeutic armamentarium. 


EFFICACY OF DIVIDED AND SINGLE DOSE SCHEDULES 
IN Pare COMA THERAPY . 


ARNOLD С. BLUMBERG, M.D., PETER LADERMAN, M.D., 
AND МАХ FINK, М.р. 


While many technics for Ше adminis- 
tration of insulin in insulin coma therapy 
have been advocated(3), recent reports( 4) 
have assessed multiple divided doses as 
more effective and safer than other meth- 
ods. Previous studies indicated that the 
production of coma was directly related to 
the level of hypoglycemia and its duration 
(1) and that deep coma for sustained peri- 
ods was essential to the treatment result 
in insulin therapy (2, 3). It seemed reason- 
able to test the suggestion of increased 
efficacy for a modified insulin administra- 
tion by comparing the length and depth of 
coma and the blood sugar levels in patients 
treated both by single and divided insulin 
dose methods. If the divided dose schedule 
were more effective, it would be expected 
that the induced coma would be equal or 
greater in depth and duration; that the 
time for onset would be equal or shorter ; 
and the blood sugar levels lower for divided 
dosage than single administration. 


METHOD 


Consecutive patients referred for insulin 
coma therapy were given daily increasing 
amounts of insulin in 3 divided doses until 
a coma level was achieved. The same total 
dosage was then given in one injection. 
Six patients were studied in this manner. 
Each patient was started on the following 
insulin dose schedule: first day—10 units ; 
second: day—10 units and 2 doses of 5 units 
each at intervals of one half hour; 
day—3 doses of 10 units at half hour inter- 
vals ; and fourth day—20 units followed by 
2 doses of 10 units. On each successive day 





f 
1 From the Departments of Internal Medicine and 
Experimental Psychiatry, Hillside Hospital, Glen Oaks, 
LI N- Y: 


third 


the dose was increased in 10 urit incre- 
ments. Át the time when coma was pro- 
duced, a single dose equivalent to the 3 
doses was given on the succeeding day. 

For each treatment, coma depth anc the 
time of onset was determined. Coma was 
defined as the loss of consciousness (failure 
to respond meaningfully to verbal signals), 
associated with the appearance af the Ba- 
binski reflex, and the loss of the lid reflex. 
An adequate coma treatment wes defined 
as the persistence of this depth of coma, or 
deeper (loss of pupillary or corneal re- 
flexes ) for at least one hour. 

At half-hour intervals true blood sugar 
levels were serially determined by the 
Somogyi method. The resulting blood sugar 
curves and their level at the time of onset 
of coma, were compared for each subject 
with the blood sugar curve and coma data 
obtained on a single administration of an 
equivalent dose. 


OBSERVATIONS 


The blood sugar levels at various inter- 
vals after the administration of divided 
doses of insulin compared with a single 
dose of insulin in one patient is presented 
in Figure 1. This pattern has been repro- 
duced in each of the patients studied. For 
each, the blood sugar curve drops rapidly 
in the first hour without respect to the in- 
itial dose, and flattens at progressively 
lower levels as the total dosage of insulin 
increases. Coma characteristically is re- 
ported in subjects in whom the blood sugar 
curve is below 21 mg.% for en extended 
period of time(1). * 

The time of onset of coma and the blood 
sugar level at coma in each of the zatients 
is presented in Table 1. In five of the 6 
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TRUE BLOOD SUGAR LEVELS FOLLOWING ADMINISTRATION OF INSULIN 
IN DIVIDED AND SINGLE DOSE SCHEDULES 

INSULIN DOSAGE IN UNITS 
20,20, ae AT 30 MIN, INTERVALS 
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cases, there was no difference in the time 
required to induce coma by either the 
single or the divided dose methods. In one 
subject (Sc) coma was observed in l5 
hours with a single dose as compared with 
3 hours with divided doses. 


= 


TABLE 1 


ONSET oF COMA AND BLOOD SUGAR WITH 
DIVIDED AMD SINGLE DOSAGE SCHEDULES 


Time for Coma Blood Sugar Value ` 


: (minutes) (mg. Jo) 
PT Insulin Divided Single Divided Single 
Units Dose Dose Dose Dose 
D 330 210 190 4 0 
G 360 910 210 14 4 
H 270 210 210 15 15 
Se 390 180 90 12 T 
So 360 210 210 а 8 
V 210 135 150 8 20 


The average blood sugar at the time of 
coma was lower with the single doses than 


with divided doses in 4 of the 6 cases. It 
was identical in one and lower with the 
divided dose in one. б 
As there was no evidence in these studies 
that the divided dose method was more 


effective in the production of insulin coma 


than the single dose method, the divided 
dose technic was discontinued. 


CONCLUSIONS 


The coma produced with the divided in- 
sulin doses did not occur earlier and was 
not deeper than that produced by the single 
dose. The increased effort in divided dose 
schedules is justified neither by increased 
safety nor by increased depth or duration 
of the induced hypoglycemia. 

There was no evidence that the initial 
dose of insulin sensitized the subject so 
that subsequent doses produced a greater 
hypoglycemic effect. The total hypoglycem- 
ic effect of divided doses appears to be less, 
if anything, than the effect of a single dose. 
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A RAPID URINE COLOR TEST FOR IMIPRAMINE 
| (TOFRANIL, GEIGY) 


IRENE S. FORREST, Pu.D.! лмо FRED M. FORREST, M.D.? : 


Rapid, simple, semi-quantitative urine 
color tests as an objective means of 
evaluating actual drug levels were found of 
value in the management of hospitalized as 
well as ambulatory mental patients, and a 
number of such tefts were previously re- 


1 Research Biochemist 
2 Chief, Acute Service, VA Hospital, 
Mass. 
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ported by us for various phenothiazine de- 
rived drugs( 1-4). 

A new psychopharmacological agent, im- 
ipramine (Tofranil), 5-(3-dimethylamino; 


propyl)-10, ll-dihydro-5H-dibenz [b, f] , 


azepine hydrochloride, has recently been 
introduced and is widely used in depressive 
states, particularly in endogenous depres- 
sions. In view of the fact that depressive pa- 
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tients are frequently reluctant to ingest 
medication, it was especially desirable to 
` have a simple urine test to determine in- 
stantly whether a patient is actually taking 
the prescribed drug dosage. Imipramine is 
not a phenothiazine drug, but its ring sys- 
tem containing two СН» groups in the place 
of the sulfur atom in phenothiazine com- 
pounds, is sufficiently similar in structure to 
expect certain similiarities of physiological 
drug metabolism, e.g. formation of metabo- 
lites of an intermediary oxidation level. (АП 
of our rapid color tests, for phenothiazine 
compounds as well as for imipramine, are 
based on the reactions of these intermediary 
urinary drug metabolites with metal salts 
in acid vehicles of pH 1 or less.) 

А satisfactory reagent for the demonstra- 
tion of urinary Tofranil consists of a mix- 
ture of : 


25 parts 0.2% 
25 parts 30 % 
95 parts 50 % 
25 parts 20 $ 


The above Tofranil reagent reacts also 
with phenothiazine compounds, but in con- 
trast to the phenothiazine reactions, in 
which the colors are pink, purple or violet, 
Tofranil yields only green shades. 

The test is performed by placing 1 cc. of 
urine in a test tube, adding 1 cc. of the 
reagent, mixing gently and observing the 
resulting color development. Daily Tofranil 
doses of 25 to 250 mg. (the latter being the 
highest dose seen) yield a scale of colors 
ranging from pale olive to deep emerald 
green. The lower doses of 50 mg. per day 
or less produce color reactions of lesser 
stability, persisting for 15 to 25 seconds, 
while the medium and higher doses yield 
increasingly stable color complexes per- 
sisting for more than 60 seconds in the high- 
est doses. However, even the short lived 
reactions of the lower dosage levels may be 
properly interpreted with the help of a color 
chart which is currently in preparation and 
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will be published shortly. In à represeata- 
tive number of urine specimens ccntaiming 
Tofranil alone or in combination with phen- 
othiazine drugs, vitamins, energizers, etc. 
no false negative tests were encountered. In 
approximately 300 contro] urine specimens, 
either free of drugs or containing drugs 
other than Tofranil, no false positive tests, 
ig. green color reactions, were seem In 
testing a urine specimen containing Tofranil 
plus a phenothiazine compound, the initial 
pinkish-purple to violet color reaction due 
to the phenothiazine compound, appears 
immediately and fades rapidly, and is then 
followed by the more stable development of 
green color due to Tofrani! metabolites. 
Likewise, the presence of urinary To:ranil 
does not interfere with the virious tests for 
individual phenothiazine drugs(1-4). and 
‘the tests for Tofranil and the respective 


potassium dichromate solution 

(by volume) sulfuric acid 

(by volume) nitric acid 

(commercial product) perchloric асю. 


phenothiazine compound :n patierts on 
combination drug therapy -nay be carried 
out on two different 1 cc. samoles of the 
same urine specimen. 

The Tofranil reagent itself is a pale yel- 
low solution. When mixed with >ontrol 
urines containing no drugs et all or paarma- 
cological agents other Шал phenotniazine 
compounds, it shows colors from pale yel- 
low to ocher or orange shades. Green reac- 
tions have been exclusively obtainec in the 
presence of Tofrànil. 
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THREE YEARS OF TREATMENT OF CHRONIC HOSPITALIZED 
PSYCHOTIC INDIVIDUALS WITH PROMAZINE (SPARINE) 


ANTHONY J. GRAFFEO, M.D.! 


А study was made over a 3-year period 
of 180 chronic hospitalized psychotic pa- 
tients, 95 men and 85 women, for whom 
promazine hydrochloride therapy (Spar- 
ine®-Wyeth) was prescribed. The patients 
ranged in age from 16 to 88 years and the 
duration of tkeir mental illness varied from 
1 to 62 years with an average of 15 years. 

The patients were selected at random, tbe 
only requisiter being an increase in psycho- 
kinetic activity, manifested by restless- 
ness or agitation, complications from chlor- 
promazine therapy, or lack of improvement 
from the use of other methods of chemo- 
therapy. 


The patients came from two groups; 


‘those in whor complications developed as 
a result of chlorpromazine therapy (58 
patients), and those who received pro- 
mazine therapy during the initial evaluation 
studies (122 patients). 

The dose of promazine administered 
varied from 50 mg. given at bedtime to 400 
mg. qid. The initial dose of promazine 
hydrochloride was administered according 
to the psychokinetic activity of the in- 
dividual. If the symptoms of restlessness, 
agitation, or praneness to get into difficulties 
with other patients were mild, 100 mg. of 
promazine, two or three times daily, usually 
were prescribed. When the behavior of the 
patient was severe, 400 mg. of promazine, 
tid. were prescribed. One patient in the 
group received 1600 mg. of promazine 
daily for a period of approximately 15 
months. When patients accepted the tab- 
lets only to collect them or to eject them 
later, liquid pror1azine concentrate in equal 
doses in aromatic (glucose) solution was 
substituted for the tablets. When the liquid 
form of medication was refused, one-half 
the prescribed dose was given intramus- 
cularly. 

Statistically, 47 (26%) of the 180 patients 
showed marked mprovement in behavior, 
and 82 (46%) showed moderate improve- 
ment. There was пов any improvement in 
51 (28%) of the patients; however their 


1 From Departmert of Psychiatry, Rochester State 
Hpspital, Rochester, М. Y 


behavior did not become worse. : 

Improvement in their psychosis was 
also noted ; marked improvement occurred 
in 23 patients (132) and moderate improve- 
ment occurred in 54 patients (302). In 98 
(542) patients there was not any psychotic 
improvement and, in 5 (32), there was 
some indication of mild regressive trends. 

Promazine adequately modified the for- 
merly disturbed behavior pattern of the 
chronic schizophrenic patients so that 
psychotherapy was facilitated and, as a 
result, made it possible for 26 patients to be 
released from the hospital Two patients 
returned from convalescent care because 
they did not take the promazine as directed. 

The results of this study confirm the 
conclusions of other authors of the need for 
adequate medication, but within the pre- 
scribed limits of the medication and in 
the range up to 1200 mg. divided equally 
into three doses given daily. 

Promazine has a very satisfactory range 
of safety, the effectiveness has been proved, 
and the complications or side effects are 
negligible. 

Although chlorpromazine is a useful ad- 
junct in psychotherapy, complications fre- 
quently develop from its use. The 58 
patients in whom these complications de- 
veloped on chlorpromazine therapy were 
safely treated and their disturbed behavior 
patterns sufficiently modified by the use of 
promazine therapy to enable them to return 
to their prepsychotic social environment. 
Of the 58 patients who were placed on 
promazine therapy because of the develop- 
ment of complications on chlorpromazine 
therapy, 49 (852) showed resolution of 
their complications and have been. con- 
tinued on promazine medication. Fifteen 
of the 49 patients who improved are on 
convalescent care. . 

The hypothesis that increased potency’ of 


a phenothiazine, associated with a high, 


incidence of extrapyramidal symptoms is 
associated with a greater therapeutic effec- 
tiveness is not substantiated by this study 
comparing the effectiveness of chlorprom- 
azine and promazine over a 3-year period. 
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OBSERVATION ON TWO PSYCHOTOMIMETIC DRUGS OF 
" PIPERIDINE DERIVATION-CI 395 (SERNYL) AND CI 400 


LEONARD LEVY, M.D., D. EWEN CAMERON, M.D., 
AND В. CAIRNS B. AITKEN, M.B., Cu. B.* 


This report describes the sensory blocking 
action of two anaesthetic drugs CI 395 and 
CI 400. CI 395 is Sernyl :—1— ( 1-phenylcy- 
clohexyl) piperidine monohydrochloride, 
and CI 400 which is N-ethyl—1 phenylcy- 
clohexylamine monohydrochloride. The 
phenylcyclohexyl nucleus is common to 
both drugs. 


PROCEDURE 


Four schizophrenic and 14 patients with 
mixed psychoneurosis were given both 
drugs in dosage of 0.05 to 0.2 mg. per kg. 
of body weight. Intravenous injections pro- 
duced the most striking effects within 
minutes ; intramuscular injections were less 
marked but more prolonged ; oral adminis- 
tration was least effective. 

Sernyl produced tachycardia, sweating, 
excessive salivation, disturbances of con- 
sciousness, cerebellar signs, motor effects, 
loss of deep pain sensation and anaesthesia. 
These changes were mild or absent with CI 
400, which caused disorder of thought with 
apathy but no body-image disturbance. 
Both drugs produced mild hypertension. 

With Sernyl psychoneurotic patients 
showed apathy, then anxiety, followed by 
disturbance of body-image, feelings of un- 
reality and  depersonalization, together 
with thought disorder, disorganization of 
intellectual processes and difficulty of com- 
prehension. 

Two patients became hostile and para- 
noid and one experienced auditory hal- 
lucinations. Euphoria occurred in 6 patients 
after intravenous injection. 

The body-image disturbance which oc- 
curred in all patients was well recalled after 
effects of Sernyl had disappeared. Feelings 
of “floating in outer space” were frequently 


" 1'The authors express their appreciation to Parke, 
Davis & Company, Ltd., Detroit, Mich, for their 
supply of drugs used in this study. 

2 From the Allan Memorial Institute of Psychiatry 
of McGill University and the Royal Victoria Hospital, 
Montreal, Que. 


described. A tendency for patients to mamn- 
tain catatonic limb postures was present 
with Sernyl and absent with CI 400.  " 

Chlorpromazine, 50 mg. intramusculz-ly 
seemed to antagonize the psychotomimetic 
effects of Sernyl and produced a return to 
normal body-image. 

In the 4 schizophrenic patients, Serayl 
produced an increase in the schizophrenic 
symptoms with exaggeration of thought 
block, body-image disturbance and deyer- 
sonalization. Two of these patierts who 
received LSD 25 previously, described treir 
reaction to Sernyl as different to LSI 25. 
CI 400 on the other hand, produced an 
alleviation of symptoms and mild сНо-са] 
improvement. 


COMMENTS AND SUMMAEY 


Based on the work of Elkes and Shere, 
Sernyl appéars to exert its action by the 
release of adrenaline and noradrenaline in 
association with the depression of the 
availability of serotonin in the brzin. This 
is consistent with Brocie’s hypcthes‘s‘1) 
that serotonin and noradrenaline are an:ag- 
onistic chemical mediators regulating the 
central autonomic system. 

The importance of kinaesthetic шра- in 
preserving the intactness of the body-irxr age 
is well recognized in stadies of Че effects 
of sensory deprivation(2). Nocturnal de- 
lusions of the senium due to loss of famil- 
iarity with surroundings is also a well 
recognized phenomenon(3). Hence, dis- 
turbance of kinaesthetic input, whether 
taking place primarily within zhe cain, 
due to externally administered azents :uch 
as CI 395, or outside the brain as in sersory 
deprivation, leads to psychotic behaviour 
with features similar to schizophrenia. “In- 
formation input underload” and the dis- 
turbance of coding or integration of sersory 
stimuli at a higher level may be the possible 
cause of psychotic behaviour. - 

The reversibility of the psychotominetic 
effects produced by Serny! with chlo-pro-. 
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mazine, suggests a common mechanism with 
that seen ir temporary psychotic states, 
such as acute paranoid or schizophrenic 
reactions. This would support the tentative 
hypothesis of Luby and associates(4) "that 
certain primary symptoms of schizophrenia 
may have their basis in a dys-synchrony or 
defect in proorioceptive feedback." 
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REPCRT OF HYPOMANIC EXCITEMENT WITH IMIPRAMINE 
TREATMENT OF DEPRESSION 


C. E. SCHORER, M.D.1 


With the recent flood of anti-depressive 
drugs, many reports have appeared con- 
cerning their physical side-effects and 
toxicity. But the psychic side-effects need 
to be kept in mind because they can create 
serious problems requiring hospitalization 
or other immediate treatment. Psychomotor 
and psychological changes of a patho- 
logical sort, in fact, have been mentioned 
briefly in ea-lier articles on imipramine. 
Lehmann reports visual hallucinations or 
hypomanic excitement appearing in 7 of 
84 patients -reated with that drug(l). 
The commercial description of imipramine 
lists agitatior. as the commonest side-effect 
requiring discontinuance of therapy—25 
times more common than any other psychic 
or physical reaction(2). Azima describes 
elation or hypomania in 10 patients out of 
145 given the drug(3). 

This paper deals specifically with the 
occurrence of hypomania during imipra- 
mine treatment. At this hospital; 88 patients 
have been given imipramine in the usual 
dosages. Amor.g these, 6 instances of hypo- 
manic excitement appeared, with such 
typical features as elated mood, grandiose 
schemes, pressure of speech, restlessness, 
. and combativeness. In some instances this 
behavior stopzed a few days after the drug 
was stopped ; in other patients, it continued 
for more Њал 8 weeks after stopping 
imipramine. A patient report follows : 


' А 58-year-old whiteewoman became gloomy, 
apathetic, uneble to do household tasks, 
anorexic, sleepless, and suicidal beginning in 


‚+ Lafayette Cling, Detroit 7, Mich. 
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June, 1958. She lost 30 pounds and became 
more depressed in spite of treatment with a 
combination of amphetamine and amobarbital. 
No previous episodes of depression or hypo- 
mania were admitted. When first seen in the 
outpatient department, in June, 1959, she 
was given imipramine 25 mgm. q.i.d., and in 
two or three days rapidly changed. She visited 
and irritated others by her excessive enthusiasm 
and constant calls, and’ was admitted to hos- 
pital on July 2, 1959. Imipramine was dis- 
continued and the ward physician gave her 
large doses of trifluoperazine for her over- 
activity. By July 7, she showed extrapyramidal 
signs, but was still over-talkative, distractible, 
and verbosely enthusiastic for the hospital and 
the staff. An EEG and routine laboratory 
tests were normal. Psychological test per- 
formance was impaired by her inability to 
sit still and finish ; the tests showed euphoria, 
defects of attention, flight of ideas, and pres- 
sure of speech. On July 17, psychological 
tests still showed minimal organic changes 
and the defects of attéhtion noted ten days 
earlier. Proclorperazine was substituted as 
the patient became calmer, but even when 
discharged on September 4, she still showed 
signs of hypomania, although no longer taking 
imipramine for two months.  - 


This case illustrates several important 
problems in imipramine treatment. Is the 


 hypomania a drug-induced reaction, or “is 


it merely a variant, an equivalent of €he 
depression? Is this altered behavior truly 
a side-effect of the drug, or, since it con“ 
tinued long after imipramine was stopped, 
merely another pathological expression of 
the same basic excess of anxiety, permitted 
or provoked by the effect of imipramine ? 
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If the latter possibility is accepted, what is 
the neurophysiological or psychodynamic 
mechanism for the change(4, 5, 6, 7) ? 
Another question raised by this survey 
of our depressed patients is whether or not 
the*change from depression to hypomania 
is unique for imipramine-treated patients. 
It also occurs in manic-depressive patients 
without medication, in psychotherapy, and 
with ECT, although the exact incidence is 
not known. It has occurred in 3 of our 
patients receiving new monoamine oxidase 
inhibitors. Besides, hypomanic excitement 
appeared in a depressed boy of. 16 with 
schizophrenia (schizo-affective type) on 
imipramine administration, and was treated 
in a similar way to the above described 
patient. Imipramine-induced hypomania, 
therefore, appears not merely in the manic- 
depressive patient, but seems a possible 
reaction whenever a severe affective dis- 
order occurs. Adequate treatment consists 
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of discontinuing imipramine, administer:ng 
phenothiazines, and, if necessary, hos- 
pitalizing the patient. 

In summary, hypomania may occur dur- 
ing imipramine treatment of depression, 
and may continue long after imipramine is 
discontinued. 
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THROMBOCYTOPENIA IN PROLONGED CHLORPROMAZINE 
THERAPY 


JOHN В. SHAWVER, M.D., лмо STANLEY M. TARNOWSKI, M.S.! 


A patient in our hospital developed 
thrombocytopenia in February, 1958, after 
receiving 200 mg. of chlórpromazine twice 
daily continuously since March 19, 1956. 
The psychiatric diagnosis was schizophrenic 
reaction, chronic undifferentiated type. The 
thrombocytopenia produced bleeding from 
the gastro-intestinal tract. This in turn 
produced anemia with a red blood count of 
1,840,000 ; hemaglobin 7 gms. ; white blood 
count 4,300; neurophils 61; lymphocytes 
35; monocytes 4; hematocrit 22; platelet 
count 66,500. The next day the platelet 
count was 38,640. As soon as this condition 


. was discovered the chlorpromazine was 


discontinued. А splenectomy was performed 


by our'surgical consultant. Following the 


splenectomy the platelet court rose to 
116,000 but in a few days dropped to 
50,000 where it remained. The patient 
developed a lung abscess. Treatment for 
this condition was ineffective and the ра- 


1 VA Hospital, Waco, Tex. 
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tient died. During treatment he received a 
total of 69 pints of whole blood. 

Our experience in this case caused us 
to wonder if any relationshio between the 
administration of chlorpromazine and the 
development of thrombocytopenia can be 
demonstrated. We have studied 245 patients 
who have been on chlorpromazine adminis- 
tration for 2 or more years, with a drug 
range from 100 mg. to 800 mg. per day. 
In addition to routine hematological proce- 
dures, platelet estimations were performed 
employing Breechers;l) method which 
utilizes a phase microscope. In our group 
only one individual reflected a law platelet 
count of 77,000 per cmm. coincidental 
with a leukopenia of 2,150 per cmm. No 
abnormalities were noted in this case with 
regard to interference of bleeding and 
clotting mechanisms as demonstrated by: 
normal bleeding and ‘coagulation times, 
clotting retractions, prothrombin and pro- 
thrombin consumptior. times and fibrinogen. 
Upon drug removal and 6 months later, the 
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low platelet count 
still present. 
Forty-three patients of our original group 
revealed low normal platelet counts 
(175,000 per cmm. or less) and were re- 
evaluated after an additional 6 months of 


and leukopenia were 


chlorpromazine with essentially no changes . 


encountered. 

Ayd(2) reported no dramatic hemato- 
logical changes, without platelet counts 
‘being performed, in a survey of 50 patients 
administered chlorpromazine for 2 to 4 
years. LeBlanc(3) reported a marked drop 
in platelets following a single injection of 
chlorpromazine in animals. 


SUMMARY 


Two hundzed and forty-five patients who 
had been on chlorpromazine medication for 
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two or more years were evaluated hemato- 
logically, including platelet estimations. 
Only one case was found with a relatively 
low platelet count coincidental with leuko- 
penia in which no interference in bleeding 
or clotting mechanism could be denton- 
strated. From our study we conclude that 
the development of thrombocytopenia in 
patients who are on prolonged therapy 
with chlorpromazine is rare. We plan to 
evaluate the 245 patients in this study at 
yearly intervals. 
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AGRANULOCYTOSIS FOLLOWING USE OF IMIPRAMINE 
И HYDROCHLORIDE (TOFRANIL) |. . 


P. А. ROTHENBERC, M.D., ann CHARLES HALL, M.D.! 


There have been no cases. of agranulocy- 
tosis occurring as a complication of the 
use of imipramine hydrochloride (Tofra- 
nil) reported in the literature. Since this 
drug is now widely used in the therapy of 
depression in both office and hospital 
practice, it is considered important to pub- 
lish the occurrence of agranulocytosis fol- 
lowing its use. j 


W. M., a 04-year-old white, married male 
was admitted to the Albany VA Hospital on 
7/22/59 with the history of depressed feel- 
ings of a few months' duration. Pertinent med- 
ical history included probable minor cerebral 
vascular accidents in the past with no gross 


_ residuals. There was no history of any medica- 


tion or exposure to toxic substances which 
would be considered likely to produce bone 
marrow depression. Psychiatric diagnosis was 
involutional psychotic reaction and electro- 
convulsive therapy was planned. The admission 
CBC was ; WBC-—6,450 ; 77% neutrophils, 20% 
lymphocytes, 1% monocytes, 2% eosinophils ; 
hemoglobin—14.8 grams ; hematocrit~48. The 


admission unrinalysis showed a l-plus album: 


inuria, 30-40 RBC’s per hpf. and 2-4 granular 
casts. The patient’s physical status was evalu- 
ated by a medical consultant who found evi- 
dence of arteriosclerotic heart disease with 
mild decompensation, mild hypertension, and 
osteo-arthritis. He was redigitalized, having 
been on digitoxin previously. 

Prior to shock therapy, he was placed on 


1 Respectively, Staff Psychiatrist and Ое 


VA Hospital, Albany, М. Y. 


Tofranil 25 mgm. tid. po. for one week 
with an increase to 50 mgm. tid. for the 
next 4 weeks. It was then discontinued because 
of negligible improvement in his men:al status. 
A CBG опе week after start of Tofranil] was 
within normal limits. At the end of the fifth 
week of Tofranil he was found tc have а WBC 
of 2,650 with 8% neutrophils. Three days after 
the drug was discontinued a bone marrow 
aspiration showed severe hypoplasia particular- 
ly of the granulocytic series. Erythrocytic 
production was also depressed but not as 
severely. Megakaryocytes were normal] in num- 
ber. At that time there were no neutrophils in 
the peripheral blood. Lymphocytes predomi- 
nated but no abnormal. ceils were seen. А. few 
hours later he developed a fever ос 106-103, 
and sore throat. He was treated with anti-bi- 
otics followed by corticosteriods. Simultane- 
ously with the first dose of the latter and prob- 
ably unrelated to it, 6% stab forms appeared in 
the differential. There was a rapid return to a 
normal WBC and differential over the next 
few days. A slight drop in ‘hematocrit was also 
quickly restored. Following recovery the ster- 
oids were discontinued. A second bcne marrow 
aspirate taken after recovery was normal. 


. During the course of hospitalization other 
drugs taken included two doses of sodium 
phenobarbital intramuscularly, grains 2, 
digitoxin 0.1-0.2 mgms. daily, mineral oil 
emulsion, Dulcolax and Fleet: phospho- 
soda. It is our opinion that agranulocytosis 
in this case was probab.y due to imipramine 
hydrochloride (Tofranil). 
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TREATMENT OF DEPRESSIVE STATES WITH MARPLAN 


JANE E. OLTMAN, M.D., ann SAMUEL FRIEDMAN, M.D." 


The present report is an evaluation of 
Marplan in the treatment of depressive ill- 
nesses. 

Marplan? is an amine oxidase inhibitor 
with the chemical formula : 1-benzyl-2-(5- 
methyl-3-isozazolylearbonyl) hydrazine. 
Treatment was initiated with one tablet 
(10 mg.) ti.d.; the dose was increased as 
necessary, usually within 7 to 10 days, to 
9 or 6 tablets daily. Although favorable 
response was apparent in some instances 
within the first week, optimal results usually 
did not appear until the 3rd or 4th week of 
treatment. Following maximal response, 
maintenance therapy was continued, usual- 
ly at a level of 2 to 3 tablets daily. 

The case material consisted of 100 pa- 
tients admitted to the Fairfield State Hos- 
pital during the past 8 months. There were 
83 women and 17 men. They ranged in 
age from 28 to 82; 55% were in the 5th 
and 6th decades. The diagnostic grouping 
included : psvchoneurotic reactive depres- 
sion—33, psychotic depressive reaction—14, 
manic-depressive reaction—35 (depressed— 
27, circular—6, confused—2), involutional 
psychotic reaction—10, and arteriosclerotic 
or senile reaction with depression—8. In 
general, the illnesses were acute or sub- 
acute, and the degree of depression was 
relatively severe. 

Results of ireatment were regarded as 
eminently satisfactory. О the entire group, 
70$ were considered to have achieved a 
remission (47$) or much improved status 
(23%). The factors which may have con- 


tributed to therapeutic success or failure | 


were not clearly crystallized. Males and 
. individuals over 70 seemed to react some- 
what less favorably. Concomitant organic 
factors did not mitigate against satisfactory 
‘results. Multiplicity of attacks did not 

+ Clinical Director and Assistant Superintendent, 
respectively, Fairheld State Hospital, Newtown, Conn. 


2 Generous supplies of Marplan (trademark) were 
furnished by Hoffmann-LaRoche, Inc. 
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appear to be a significant factor. Results in 
the circular manic-depressive group were 
comparatively poorer than in the series as 
a whole ; however, the number in this group 
was small. 

Indications for the use of Marplan run 
parallel to those for ECT with respect to 
depressive illnesses. However, the two 
modes of treatment should not be regarded 
in antagonistic terms. In some instances, 
ECT is preferable ; in others, drug therapy 
may be the treatment of choice. For exam- 
ple, of the 70 patients in the successful drug 
group, 16 had been recently treated with 
ECT, without effect or with prompt re- 
lapse. These patients, previously refractory 
to ECT, responded well to Marplan. Ten of 
the 30 patients refractory to Marplan were 
then treated with ECT; 50% responded 


weil. 


Situations which especially favor the use 
of Marplan are: the presence of physical 
factors which make the administration of 
ECT either hazardous or untenable; the 
intervention of complications, or physical 
illness after the initiation of ECT ; refrac- 
toriness to, or relapse following ECT, or 
when maintenance ECT is required to 
preserve a satisfactory level; refusal of 
permission for, ECT. Since optimal effect 
of drug therapy may not appear until the 
3rd of 4th week of treatment, ECT is pref- 
erable whenever there is significant suicidal 
risk or when immediacy of response is 
otherwise desirable, as in the presence of 
severely depleted nutritional status. , 

With respect to the ultimate level of im- 
provement and total duration of treatment, 
Marplan was found to compare favorably 
with ECT in many instances. It apptars 
probable that the number of ECT treat- 
ments cannot ‘be reduced by the соп: 
comitant administration of Marplan. How- 
ever, there was frequently stabilization of 
the effect of ECT by the simultaneous or 
subsequent use of the drug. It is difficult 
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at present to estimate how [ong the drug 
must be administered. Our observations 
thus far would indicate that antidepressant 
drugs must be continued for some time 
after apparent remission of the attack. 

As with ECT, the tendency to swing from 
the depressive phase to a mild hypomanic 
state was also noted with Marplan. Brief 
omission of the drug £ollowed by reduction 
of the previous dosage usually alleviated 
the condition. 


Complications or side effects were few ` 


and minor. They consisted chiefly of mild 


dizziness, headache or sensation of fulness 
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in the head, and feelings of weaxness or 
shakiness. These occurred more ofter in 
elderly patients ; they could be amz-iorated 
by reduction of dosage. There was no clin- 
ical evidence of hepatic damage, and Hver 
function profiles were unchanged. 


SUMMARY 


Marplan is a safe, effective drug in«the 
treatment of depressive states. Good to 
excellent results were obtained in 70% of a 
series of 100 hospitalized patients suffering 
from depressive illnesses. Complications or 
side effects are minor. 


PRELIMINARY REPORT ON A NEW PSYCHOTROPIC COMPOUND 
(RO 4-0403/4) 


WALTER KRUSE, М.р.: 


The clinical evaluation of a new psychi- 
atric drug is always a stimulating experi- 
ence. The present study seemed particularly 
interesting since initial testing by a number 
of European investigators(1) had shown 
the drug to have antidepressive as well as 
tranquilizing properties. Ro 4-0403/4? is a 
thioxanthene derivative — (2-chloro-9-(3- 
dimethyl-aminopropylidene )-thioxanthene). 
Comparison of its structural formula with 
that of chlorpromazine reveals a rather 
minor difference between the two: the 
nitrogen in the second ring of the phenothi- 
azine is substituted by carbon and the side 
chain is attached to it by double bond. 

So far we have treated 30 female hospital- 
ized psychiatric patients with this new drug 
for a period of 2 months or more. Twenty- 
three of these patients had been sick more 
than a year, 7 were more acutely ill. АП 
patients were depressed. Ten belonged to 
the manic-depressive group, 8 were involu- 
tional depressions, 6, were schizophrenics 
with marked and persistent depressive fea- 
tures, and 6 were reactive depressions of 
the psychoneurotic category. Ages were 
between 26 and 64, average age was 49 
years. Average duration of illness was 2.8 
years, All of the chronic cases had had pre- 


1 Danvers State Hosp., Hathorne, Mass. 
2 Ro 4-0403/4 was provided for this study by Roche 
Laboratories, Nutley, N. J. 


vious treatment (ECT, phenothiazines, imi- 
pramine, and MAO inhibitors) and had 
failed to respond. None of the acute cases 
had previous treatment. Ro 4-043/4 was 
given in tablet form. Starting dosage was 
25 mg. t.id. highest dosage was 400 mg. 
daily. A few patients responded satisfac- 
torily to a dosage of 100 mg. daily, most 
of them needed 150 mg. Further increases 
helped only in 2 cases and did not пер in 
6 cases. Already on the first or second day 
a certain sedative effect was ncticec and a 
very definite improvement of sleeping hab- 
its. A lifting of the depression cecurred as 
early as 3 days after beginning of treat- 
ment, in most cases after the first week 
and before the fourth week. Во 4-0403/4 
was well tolerated. There was some initial 
drowsiness in 5 of the 30 patients. Blood 
pressure dropped an average of 15 mm. 
But in the case of a 5l-year-old oatient, 
the BP dropped to 56/40 on the second day, 
and treatment had to be discontinued. This 
patient had shown similar reaccions to 
phenothiazines, imipramine, and MAO in- 
hibitors. Eight patients complained of dry- 
ness of the mouth. No other urpleasant 
reactions occurred in this series of patients. 
Ld 

RESULTS 

Eleven of the 30 patients showzd excel- 
lent response and were able to leave the 
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hospital on extended visits. Ten patients 
showed some improvement, and 9 were 
essentially unimproved. As ‘expected, the 
7 acute cases (6 psychoneurotics and 1 
manic-depressive) responded better than 
the chronic ones. While 6 of them showed 
excellent response the seventh, a psycho- 
neurotic depression, improved only moder- 
ately. Only 5 (2 manic-depressives and 3 
involutional depressions) of the 23 chronic 
cases could 5e classified as “excellent re- 
` sults," but it should be mentioned that none 
of these patients had responded to previous 
treatments, including MAO inhibitors and 
imipramine. Of the remaining 18 chronic 
patients, 9 showed some improvement: 
they slept better, had a better appetite, and 
were less agitated. They were also less de- 
pressed as evidenced by their behavior and 
facial expression, but subjectively there was 
little or no change of mood. 

One case of a circular type of manic- 
depressive illness was of particular interest. 
Treatment had been started when patient 
was in a depressive phase. Within 10 days 
the depression lifted and the patient was 
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on home visit. After a week she became 
hypomanic. Treatment with Ro 4-0403/4, 
however, was continued and in a few days 
its tranquilizing effect became very clear. 
The patient was thus able to remain home. 
À few weeks later the patient's mood Mad 
finally returned to a normal level. 
Delusions and hallucinations in schizo- 
phrenic patients were little affected by this 
drug, but the hypochondriacal ideas found 
in depressive patients responded surprising- 
ly well. Sleep was promptly improved, and 


this seems particularly important since 


neither imipramine nor the MAO inhibitors 
seem to be of much help in the insomnious 
cases. 

In spite of the small number of patients 
in this study the results especially in the 
chronic cases indicate that Ro 4-0403/4 is 
a potent antidepressive agent. If further 
experience supports our preliminary find- 
ings it will certainly find its place in the 
treatment of depressed patients. 
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COMMENTS 


NEW MENTAL HEALTH ACT. ENGLAND AND WALES 


Elsewhere in this issue will be found 
a discussion of the new Mental Health 
Act in England and Wales which Dr. Wal- 
ter S. Maclay, Medical Senior Commis- 
sioner of the Board of Control, has been 
kind enough to prepare specially for the 
` Journal at our request. 
The new Act replaces in one piece of 
legislation many Acts of the past 70 years. 
It is the result of a vast amount of study 


and administrative skill. 

It gives expression to the entirely new 
way in which mental disabilities are being 
considered and dealt with by those dest 
qualified to judge. 

Dr. Maclay’s presentation of the impor- 
tant features of the new Act should be of 
great interest to all interested in the care 
and treatment of mental patients and zspe- 
cially those bearing responsibility therein. 


MENTAL HEALTH—BACK TO THE COMMUNITY ! 


Tens of millions of words have been 
written, and are yet to be composed on the 
subject of our national mental health situa- 
tion, as we continue to struggle for manage- 
ment of a problem which sometimes seems 
to enlarge more rapidly than the solutions 
come to light. Yet at long last the time is 
right, and the message is in the wind ; here- 
tofore scattered and haphazard efforts to 
gain information, promote planning, and 
erect an organizational structure which will 
facilitate adequate prevention and treat- 
ment are merging into one deep, unidirec- 
tional channel. As individual citizens and 
as medical planning groups we have an in- 
creasingly clear idea where we are going. 
If a slogan has not been drawn from the 
tumult of detail, this is because we have 
felt no need for it. Yet as a descriptive sum- 
mary of present trends, the simple words, 
“Back to the Community” have meaning 
and usefulness. The development of com- 
munity orientation is more prepossessing 
than it may first seem, for it gains its im- 
.portance from consistency with the cur- 
rents of our national life. A concept is 
right and timely, adjustive and successful to 
just the extent that it is consistent with the 
.wider dynamic milieu into which it is in- 
troduced. At the community level, the pa- 
tient and the various financial and mechan- 
ical issues of mental health prevention and 
treatment are personalized ; when this hap- 
pens, action results. 
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Whatever multiple causes may ke as- 
signed by the sociologists, the fact stands 
clear that today the process of decentraliza- 
tion in American living has become a flood- 
tide. The bright call of the mechznized mob 
has lost its urgency, and almost'no one 
wants to be "Mr. Average" any more. This 
is clear not only in the stylized, neurotic 
individualism of today's young writers, and 
in the peculiarities of society's "fringe 
groups," but also in mundane daily zffairs. 
Surburban homes and the shopping centers 
which organize them into small corrmuni- 
ties, small cars which increase the driver's 
freedom of operation in the mobile environ- 
ment, decentralization of industry anc bank- 
ing, increasing competition in the stand- 
ard trade markets such as tobacco, and the 
emphasis on individualism wh:ch keynotes 
modern advertising are but a few examples. 
People seek out new and fantastic hobbies 
and sports, perhaps only to devote some 
corner of the week to "being themselves" 
іп a unique way. · | 

If the need for individuelity is so blatant- 
ly expressed by the emotionally healthy, 
and if satisfaction is often so pitifully ‘in- 
complete, how much more intense are the 
needs and frustrations of the men-ally Ш? 
These are the personalities who “ave be- 
come casualties of Sur over-mechanized 
culture—a culture with tco many demands 
to meet, too many choices to make, too 
many rules to remember. 
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The gadgets of our existence may have 
improved in efficiency, but is it too trite to 
point out thet man evolves a bit more slow- 
ly, that he struggles along with the same 
old physical machine, and what is more, 
the same olc psychological machine ? The 
tools of happiness today are expressly what 
they were hundreds and perhaps thousands 
of years ago. They include a firm sense of 
one's identity as separate from the environ- 
ment, and yet an established and productive 
role in that environment. They include 
secure, lasting relationships with family, 
friends, employer, and the corner grocer— 
relationships which are not vulnerable to 
the tide of fortune, or someone's "bad 
mood." 

It is in this context, then, that reorgan- 
ization of the national mental health pro- 
gram should be undertaken. 

l. Provide the patient with a treatment 
setting in which he can retain his indi- 
viduality (or regain it), where he can be- 
long as part of the group (or learn how to), 
and we will Fave provided him with the 
tools of recovery. Small hospitals well- 
spaced geogra»hically, should replace the 
massive, mechanized structures of yester- 
year, which still house the lost lines of 
nameless faces. 

2. The aim of good psychiatrie treat- 
ment is, and always has been, the realign- 
ment of the dynamics of the personality, 
in such a way as to capitalize on the pa- 
tient’s strengths, and reduce the influence 
of his frailties. Then let us capitalize on 
his strengths! Let us use his relationships 
with family and friends, his job, his social 
interests, his myriad ties with his own 
community. Let us offer help in or near the 
community, in smaller mental hospitals, 
in psychiatric units within general hos- 
pitals, in outpatient mental hygiene clinics, 
in the offices of psychiatrically-oriented 
general practitioners. Let us build vo- 
cational rehabilitation programs around 
"day-and-night" hospital plans, and em- 
ployers who can offer "stress-graded" work. 
Let us return the patient from his illness by 
means of a steady ladder of increased 
community participation, with "halfway 
houses," family counselling, (oen psy- 
chotherapeutic guidance. 

3. The mechanism of substituting: re- 
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versibility for the irreversibility which for- 
merly led so many patients into deeper 
mental illness and eventual custodial care 
is a simple one. Open the lines of communi- 
cation and facilitate a free flow of patients 
between the community and the hospxal. 
Remove legal restrictions and change com- 
mitment procedures, so that the trail to a 
public mental hospital does not become a 
slippery, one-way street. The choice of 
treatment level type and setting should be 
flexible and available to all patients for a 
precisely optimal period. Then, and only 
then, will we fulfill our responsibility for 
guarding the mental as well as the physical 
health of everyone in the community. 

The responsibility for this type of com- 
munity-centered mental health program 
falls squarely on those shoulders most 
competent to carry it-those of the busy 
family and general physician. He knows, or 
should know, his community, its resources, 
its people, and its problems. The conduct 
of both prevention and treatment of mental 
illness falls within the proper realm of his 
judgment and control, A doctor dedicated 
to the promotion of “whole-person-health” 
will note the beginning of emotional dif- 
ficulties, and through work with his patient 
and knowledge of the environmental milieu, 
can frequently take the necessary “stitch in 
time.” When the problems require special- 
ized help, he can make the necessary re- 
ferrals, if through his own efforts in com- 
munity organization and leadership, he has 
provided himself with the necessary con- 
tacts and resources. Psychiatric and other 
medical specialists, various kinds and levels 
of psychiatric facilities, social and civic 
agencies all stand ready to play appropriate 
roles on the periphery of the mental health 
circle; the family physician is the core of 
the circle, and his the executive role. 

Such a burden of responsibility may seem 
cruel at first glance, whereas properly 
managed it can lighten the general phy- 
sician’s work, particularly those aspects 
which are immeasurably frustrating dnd 
discouraging. For the recurrent neurotic, 





hypochondriacal, psychosomatic, or other-' 


wise emotionally ill patient there can be 
help which is remedial, rather than merely 
temporary or palliative. In an. age. -of 
specialization when too many doctors -are 
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forced into the role of technicians, the 
broader, community approach to medicine 
much more nearly approaches the original 
motivations of a physician. Devotion to 
productivity, interest in growth and de- 
velopment, almost childlike curiosity about 
the rhxthms and needs of life, ease in 
identifying with other human beings are 
some of the priceless qualities that make a 
doctor—and also a community leader. Fifty 
years ago, the "town doctor” was auto- 
matically healer and civic leader; the 
needs and trends of American life today 
seem to demand that he return (although 
in a more complex sense) to this time- 
honored role. 

The thesis of "Back to the Community" 
is merely that, failing adequate manpower 
and facilities to deal with our national 
mental health crisis through habitual meth- 
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ods, we can make use of the resources avail- 
able, within our commcnities and within 
ourselves. More hospitals, more money, and 
more psychiatrists we most clearly need. 
While we acquire these, the most adaptive 
approach lies not in deepening the old, 
socially neurotic channels of adjustment, 
but in realigning our medical defenses in 
a way that better fits the neecs of*our 
patients. Early treatment, preservaticn of 
the patients resources, reassertion of our 
own human abilities as doctors—in short, 
decentralization of the mental health pro- 
gram combined with old-fashioned medical 
"horse sense”’—will not only functicn as 
means of interim control, but will reduce 
the total quantity of hospitals, money, and 
psychiatric specialists we must ultimately 
acquire. 


F. G. E. 


ETHICS BORN OF EXPERIENCE 


Аз man advanced in intellectual power, and was enabled to trace the more тете 
consequences of his actions, as he acquired sufficient knowledge to reject baneful cus- 
toms and superstitions ; as, he regarded more and more, not only the welfare, but the 
happiness of his fellowmen ; as from habit, following beneficial experience, his sympa- 
thies become more tender and widely diffused, extending to men of all races, and finally 
to the lower animals, so would the standard of his morality rise higher and higher. 

Looking to future generations, there is no cause to fear that the social instincts will 
grow weaker, and we may expect that virtuous habits will grow stronger. The strugzle 
between our higher and lower impulses will be less severe, and virtue will be triumphant. 


—CHARLES DARWIN 


. CORRESPONDENCE 


CORRESPONDENCE 


Editor, THE AMERICAN June or Psycut- 
ATRY : 

‘Sgr: All of us who are members and fel- 
lows of the American Psychiatric Associa- 
tion are properly concerned with the Scien- 
tife quality of the American Journal of 
Psychiatry. Accordingly, I thought it might 
be of value to call your attention to an un- 
fortunate implication of the comment by 
Dr. Werner Tuteur in the September, 1959, 
issue, entitled “Statistics and Statisticians : 
A Timely Warning.” Dr. Tuteur makes a 
point that undue inferences should not be 
drawn from statistical data. One might 
think of stronger illustrations than the three 
he uses to make this point, but I’m sure 
he would find agreement with his main 
thesis on the part of both statisticians and 
non-statisticians. 

It seems to me that it is at this latter 
point mainly, that statisticians would agree 
with him, that Dr. Tuteur makes his most 
unfortunate inference. № is one thing to 
make a point that statistics may be misused, 
but another to attribute these, for the most 
part, to statisticians. (For example, Dr. Tu- 
teur says that it is well to remember "some 
examples of basic fallacies inherent in sta- 
tistics and statisticians.” (Nothing which 
he says further in his article indicates that 
the misuse of statistics was done by statis- 
ticians. ) 

It has been my experience that Dr. 
Tuteur errs in two respects. First of all, I 


22 
have found statisticians to be among the 
most cautious people in the interpretation 
of statistical inferences. I am sure they also 
draw some unwarranted inferences, but 
they are less apt to do this than the person 
who is not a statistician. 

Secondly, I believe that Dr. Tuteur is too 
narrow in his approach to what comprises 


the field of the statistician. He writes as if - 


the statistician were one who dealt merely 
with the manipulation of figures, and then 
principally in ex-post facto approach. 
Actually, the statistician is very much con- 
cerned with research, design, problems of 
sampling, uncontrolled variables, accuracy 
of the data corrected, etc. We physicians 
often make a considerable error in not con- 
sulting a statistician until the experiment 
has been concluded. This overlooks the 
value, and sometimes the main value, of the 
statistician in setting up research design. 

For these reasons, I think it is important 
to call your attention to the fact that in im- 
plicating the ' unwarranted conclusions 
which may be drawn from a misuse of 
statistics, Dr. Tuteur has unfortunately, 
and inaccurately, “warned” us about statis- 
ticians, as well. 


Myron С. Sandifer, т, M.D 
Director of Research, 
North Carolina Hospitals Board 
of Control, 
Raleigh, N. C. 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL or Psvcur- 
ATRY : 

отв: In choosing the title "Statistics and 
Statisticians," I was merelv guided by the 
linguistic concept that the two words rep- 
resent two halves of a aus similar to “Alco- 
hol and Alcoholes,” or "Farms and Farm- 
grs, etc. The aliterative effect of the two 
words also played a*part. At no time did I 
intend to write a polemic treatise against 
the profession of statisticians. The over-all 
motivation for writing the paper was its 


" ARA . 


closing quotation, which says that “it is 
doubt that gets you an education.” А better 
title might have been: “Some Pitfalls and 
Fallacies inherent in Statistics.” As Dr. San- 
ifer points out, apart from the unfortunate 
phrase “inherent in statistics and statisti- 
cians,” nothing I have said indicates the 
misuse of statistics by (professional) statis- 
ticians. My concept was that a person using 
statistics, linguistically, 15 a statistician. 
. Werner Tuteur, M.D., 
Elgin, Ill. 
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NEWS AND NOTES 
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Funps FOR RESEARCH IN PSYCHIATRY 
AVAILABLE.—The Foundations. Fund for 
Research in Psychiatry announces the 
availability of funds for the establishment 
of 4 or 5 permanent, full-time research 
positions (associate or full professor level) 
for research psychiatrists in departments of 
psychiatry in medical schools. The closing 
date for applications is July 1, 1960. For 
further information, write to the Founda- 
tions’ Fund for Research in Psychiatry, 251 
_ Edwards St., New Haven 11, Conn. 


MENTAL HxarrH RESEARCH Instrrvure, 
Universiry оғ Micuican.—The dedication 
ceremonies of the Mental Health Research 
Institute Building of the University of 
Michigan, Ann Arbor, were held on Janu- 
ary 29, 1960. 

The all-day program included an open 
house in the new building, luncheon ad- 
dresses by Dr. William N. Hubbard, Jr., 
Dean of the Medical School and Dr. Ralph 
W. Gerard, Director of Laboratories, Men- 
tal Health Research Institute. At the after- 
noon session of ‘scientific papers, Dr. Jacob 
Marschak, Yale -University, Dr. Anatol 
Rapoport and Dr. James G. Miller of the 
University of Michigan spoke. 


Lyncupure (Va.) Твлгамс SCHOOL AND 
Но$рттАт, Lecrure Srerms.—Between Feb- 
ruary and October 1960 a series of lectures, 
demonstrations, conferences in the fields of 
psychiatry, neurology, mental deficiency, 
nursing, psychology and social work will 
be held at the Lynchburg institution, їп 
which eminent speakers from various cen- 
ters will participate. 

Dates of the meetings and other par- 


ticulars may be obtained from Mrs. Con- . 
stance,P. Rudd, Director Public Relations, 


Ly&chburg Training School and Hospital, 
Colony, Va. i 


Tae У’овго MepicaL Association 14тн 
GENERAL ÅSSEMBLY.—The German Medical 
Association, host of the 14th General As- 
sembly of The W. M. A., scheduled to con- 
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vene in West Berlin, September 15-22, 1950, 
extends a cordial invitation to all the doc- 
tors of the world to attend this outstanc-ng 
meeting. 

The Bundesürztekammer ( German Madi- 
cal Association) will corvene its 1960 an- 
nual meeting concurrently with the zon- 
vening of the General Assembly. The two 
associations will meet jointly in their open- 
ing and closing plenary sessions. 

Additional information including pro- 
grams and schedules will be available on 
or about March 1 at The World Medical 
Association, 10 Columbus Circle, New York 
19, N. Y. 


INTERNATIONAL UNION or FAMILY ORGAN- 
XYZATIONS.— Ihe Union will hold aa intzrna- 
tional conference on the family in conjunc- 
tion with the annual meeting of the Nation- 
al Council on Family Relations at Teachers 
College, Columbia University, New York 
City, August 23-26, 1960. Eleven member 
organizations of the IUFO in the United 
States will sponsor the conference. The 
theme will be Personal Maturity end Family 
Security. There will be plenary sessions and 
section meetings, including speakers from 
various parts of the world, and involving 
translations into the major langaages. The 
sectional meetings, followed by discussion 
groups, will be on Early Child Develop- 
ment; Family Life Education in the 
Schools, in the Colleges, in the Community ; 
Parent Education ; Religion ; Counseling ; 
Research ; and Economic Aspects of Family 
Security. 

For information concerning regis-ration, 
write : Mrs. V. W. Jewson, 1219 University 


Е. S. Е, Minneapolis 14, Minn.. 


PHILADELPHIA Druc EXCHANGE ANNUAL 
Dinner Meetinc.—Dr. Robert Felix, direc- 
tor of the National Institute of Mental 
Health and president-elect of tne American, 
Psychiatric Association, was the principal 


speaker at the annual inner of the Phila-'- 


delphia Drug Excharge on January 27. Dr. 
Felix's topic : “The dynamic role played by 
drugs in combating mental illness." 
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The dinner was held at the Bellevue 
Stratford Hotel, and honored Francis Boyer, 
board chairman of Smith, Kline & French 
Laboratories. Mr. Boyer received the Ex- 
change's highest award, the Proctor Medal, 
for his "leadership in the fields of mental 
health, medical education and pharmaceu- 
tical researca." 

А ————Á 
Dr. Epwarp Wizss.—lhe death of Dr. 
Weiss, Professor of Clinical Medicine in 
Temple University Medical School, Phila- 
delphia occurred January 13, 1960. He had 
suffered a heart attack. His age was 64. 

Dr. Weiss had long specialized in psycho- 
somatic medizine and had been president of 
the American Psychosomatic Society of 
which he was one of the founders. His book 
Psychomatic Medicine, co-authored with 
O. Spurgeon English, also of Temple Uni- 
versity, is widely known. It has gone 
through several editions and been trans- 
lated in other languages. 

Dr. Weiss, a native of Philadelphia, grad- 
uated from the University of Pennsylvania 
and Jefferson Medical College. He had 
served on the staffs of both the Philadelphia 
General Hospital and Jefferson Hospital, 
and came to Temple University as clinical 
professor in 1932. He was also director of 
psychosomatic research in the National As- 
sociation for Mental Health. 


Wonrp MENTAL HEALTH Year.—Lewis В. 
Cullman, National Chairman of the World 
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Federation for Mental Health, United States 
Committee, Inc. reports that Dr. Frank 
Fremont-Smith, Co-chairman for the In- 
ternational Committee of World Mental 
Health Year left for Moscow January 26 at 
the invitation of Professor P. K. Anokhin, 
Director of the Institute of Physiology in 
Moscow, and will endeavor to further the 
participation of the U.S.S.R. in World Men- 
tal Health Year by becoming a member in 
this world effort for better mental health 
and human relations. 

From Moscow, Dr. Fremont-Smith will 
go to London for the meeting of the Execu- 
tive Board of the World Federation for 
Mental Health of which he is past presi- 
dent. 


№ъовтн Paciric Зостетух or NEUROLOGY 
AND Psvcurarny.—Dr. Thomas H. Holmes, 
Secretary-Treasurer, announces that the 
North Pacific Society in conjunction with 
the Northwest District Branch of the Amer- 
ican Psychiatric Association will hold its 
annual scientific meeting at the Benjamin 
Franklin Hotel, in Seattle, Wash., on April 
8 and 9, 1960. 

Guest speakers will be Dr. Douglas D. 
Bond, Professor and Chairman of the De- 
partment of Psychiatry at Western Reserve 
School of Medicine, Cleveland, Ohio, and 
Dr. Horace МсСооп, Professor and Head 
of the Department of Anatomy at the Uni- 
versity of California, Los Angeles. 


SCIENTIFIC OBSERVATION 


Put off your imagination as you take off your overcoat when you enter the laboratory ; 
but put it ог. again, as you do the overcoat, when you leave the laboratory. Before the 
experiment and between whiles let your imagination wrap you around ; put it right away 
from yoursel: during the experiment itself, lest it hinder your observing power. 2 


—C.LAUDE Brernarp* 
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EXPLANATORY NOTE 


WALTER Н. OBENAUF, M.D. 


Comments have reached me to the effect 
that the article, “The District Branch of the 
APA : Its Origin, Present Status, and Future 
Development,” published in the November, 
1959, Journal, was incomplete, with respect 
to certain historical aspects, and subject to 
misinterpretation concerning my beliefs 
about the future relationship between the 
Assembly and the Council. 

Ás pointed out in the article, it was the 
explosive increase of the membership which 
was (and continues to be) the moving force 
which led to the establishment of the As- 
sembly of District Branches, and to the 
growth of the District Branches. The work 
of the Reorganization Committee, although 
its proposals were not adopted by the mem- 
bership, was nevertheless one of the stimuli 
(in my judgment), from which our Assem- 
bly has developed. As the Assembly gains 
experience and status, I believe that it will 
become even more important in the de- 
velopment of policy for the Association. 
Through the District Branch, each and 
every Ássociation member may participate 

‘in the business of the Association. Thus the 

Assembly, as more and more members be- 
come involved in District Branch affairs, 
will come more and more to reflect the 
wishes and opinions of the membership at 
large. This, I had been led to believe, was 
the intent of the plan offered by the Re- 
organization Committee, and that is what 
I had in mind when I wrote : “there seems 
to be no doubt that in time the original 
plan of the Reorganization Committee 
headed by Dr. Karl Menninger will, to all 
intents and purposes, be fulfilled.” 

Every organization requires an executive 
body, and I can see no advantage in, or 
likelihood of, the surrender of this function 
by our Council as now constituted. The 
relationship between the Assembly and its 
officers and the members of Council has 
been most cordial to date, and there is 
every reason to believe that this relation- 
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ship will continue. Аз a matter of fact, the 
District Branches, through the Assembly, 
have, in the recent past, provided valuable 
experience for some members of Council 
and officers of the Association. The impor- 
tance of this function cannot, in my judg- 
ment, be overemphasized, and I beHeve 
that it is likely to continue and to increase 
—to the great advantage of the Association. 
Thus, relationships between the Assembly 
and the Council should tend to cement ever 
more firmly as time goes on. 

Credit for the historical development of 
the Assembly belongs to many, but one or 
two individuals deserve special mention. 
Past President D. Ewen Cameror, was one 
whose vision and parliamentary skil re- 
sulted in the adoption of the amendment to 
the By-Laws, which established the Assem- 
bly in 1952, and it was during his Presiden- 
cy that the first Assembly was convened at 
Los Angeles їп 1953. Indeed, whea the 
deliberations of the first day of that year 
resulted only in the election cf the first 
officers, and little other meaningful action 
(because of doubts concerning authority), 
it was his urging that caused the Assembly 
to meet again on the second day and take a 
definite stand on important current issues. 
Another officer who deserves special men- 
tion is Mr. Austin Davies, who, in Es role 
as Business Executive for the Association 
for the past 28 years, has worked with the 
many Association officers and others 
through all that time in the development of 
our organizational structure. ile has be- 
lieved in, and, along with others, actively 
promoted the idea of the District Branch. 
However, as he himself states, there was 
little response to such efforts until Doctor 
Cameron fathered the amendment to the 
By-Laws that led to the creation of the 
Assembly. и 

As І stated in the original zrticle, it has 
been my hope that it might act to stimulate 
thought and discussion corcerning the 
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future course of our Association. Even 
though evidence to date suggests that this 
occurs largely because of omissions, rather 


OFFICIAL REPORTS 


than because of the substance of the article, A 
I continue to hope that my efforts may not | 
have been entirely in vain. 


FREEDOM 


Liberty lies in the hearts of men and women ; when it dies there, no constitution, no 
law, no court can save it ; no constitution, no law, no court can even do much to help 
it. While i: lies there it needs no constitution, no law, no court to save it. And what is 
this liberty which must lie in the hearts of men and women? It is not the ruthless, the 
unbridled will; it is not freedom to do as one likes. That is the denial of liberty, and 
leads straight to its overthrow. А society in which men recognize no check upon their 
freedom soon becomes a society where freedom is the possession of only a savage few ; 


as we have learned to our sorrow. 


—LEARNED HAND 
("The Spirit of Liberty" address in 
“I am an American Day" ceremony in 
Central Park, New York City, May 21, 
1944). 
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AL... : A Review or THE Syn- 


DROME. Edited by Leopold Bellak, M.D., 
and Paul К. Benedict, M.D. (New York: 
Logos Press, 1958. $14.75.) 


This book reviews the literature on schizo- 
phrenia—approximately 4,000  references—of 
the period 1946-1956 and is intended as a 
companion piece to Bellak's Dementia Praecox 
which covered the years 1936-1946. The 
editors were assisted in this enormous task by 
a group of distinguished colleagues contri- 
buting chapters in the areas of their special 
interest and competence, and the principal 
editor himself contributed 3 chapters. He states 
in his foreword that the book is not intended 
to be particularly critical but rather to place 
the available data before the reader leaving 
selective judgement to the latter. 

The book has many merits, First, it should 
be of great value as a type of index and source 
of individual references. The coverage in most 
areds is very comprehensive. А further value 
is the provision of perspective in breadth and 
through time of the myriad aspects of cause, 
manifestations and treatment of schizophrenia 
which have been observed and reported upon 
by thousands of investigators. Such a per- 
spective, besides bringing a welcome measure 
of order and coherency to a field of scientific 
literature which sometimes verges on the 
chaotic, also should be a useful antidote to 
the all-too-frequent dramatic claims of dis- 
covery of single causes and cures of schizo- 
phrenia. 

The overview obtained from reading this 
survey is in some ways disheartening. Re- 
peatedly one gains the impression of in- 
vestigators seemingly working in relative 
isolation, with little true communication with 
each other or building upon and integrating 
with the work of others, This is not just be- 
tween the somatic and the psychological camps 
but alse within each of these and other groups. 
In short, the picture is of an extremely dis- 
articulated scientific community. Several of 
thé authors comment upon the impossibility of 
comparing reports from investigators who 
operate in different conceptual frames of 
reference and with a nosology which permits 
an obfuscating heterogeneity of patients diag- 
nosed as schizophrenic. It appears that schizo- 
phrenia as a concept suffers from many features 
of schizophrenic thought disorder such as over- 
inclusion, overconcreteness, faulty abstraction, 
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and interpenetration. The lack o? clarity in 
our conceptual framework and rosolozy, as 
well as absence of uniform and reliable to»ls 
for measurement of degrees of illness and im- 
provement, appear as major stumbling blogks 
in the path of serious scientific investigation. 

This leads to my major criticism of the 
book, namely the setting of a goal of a non- 
critical review. Although it would have adced 
to the immensity of their tesk, by essaying a 
thoroughly critical work the authors also could 
have added greatly to the al-eady considerable 
value of their book. In fact, the chapters in 
which the authors permit themselves crit.cal 
comparisons and efforts to fccus and synthesize 
are among the best. These include the chap-ers 
by Bellak and Blaustein, Psychoanalytic As- 
pects of Schizophrenia; Freeman, Physio- 
logical Studies; Benedict, Socio-Cultiral 
Factors, and portions of the chapter by Eksizin 
and collaborators on childhood shizophrenia. 
I believe that most readers would have wel- 
comed further such assistance in wirnoving 
the wheat from the chaff of this enormously 
bulky literature. 

For the most part, the book is well organized. 
There are a few areas of repetition and cver- 
lap which might have besn eliminated. For 
example, the chapters on Vital Statistics and 
Socio-Cultural Factors overlap in tkeir dis- 
cussions of incidence rates. Sections of 4 cther 
separate chapters—Etiology, Pathogenasis and 
Pathology ; Diagnosis and Symptomatology ; 
Complications and Sequelae; and Progrosis, 
also overlap and might usefully have сееп 
combined in part of whole. 

One area which seemed slightly reglected 
and possibly deserving of a separate chapter 
was that of personal relationships, social inter- 
action patterns and problems such as with- 
drawal and desocialization in schizophrenia. 
These received only brief mention: in the 
chapter on psychological studies and a section 
on milieu therapy in the general psyckotherapy 
and allied methods chapter. 

The virtues of this book as a good reference 
source, in providing a useful overview cf the 
tangled complexities of the subject, and in 
illuminating specific handicaps end weaknesses 
in our over-all investigatory effort make it a 
valuable work indeed. 

DoNarD А. ВовннАам, M.D., 
Chestnut Lodge Resezrch Inst., 
Rockville, Md, 
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HavELock ELLIS, Artist оғ Lire. By John 
Stewart Collis. ‘New York : William Sloane 
Associates, 1959, pp. 221. $4.00.) 


The author of this book was a personal 
friend of Havelock Ellis. At the latter's request 
he had written the Introduction to his Selected 
Essays for the Everyman Library. It is well 
therefore that he has here set down his own 
impressions of one of the world’s great thinkers 
and men of letters. His book is not a biography 
in the ordinary sense; he is content to have 
“brought ovt what is relevant and significant 
during the -nost creative years" of the life of 
Havelock Ellis, For continuity of the life 
story he depends heavily проп Ellis autobi- 
ography, Mt Life, from which he freely quotes. 
But the interest is less in the outward events 
and more in the natural history of a mind. 

Mr. Colli book appropriately commemo- 
rates the centenary of Н. E.’s birth in 1859. 

The author has а good deal to say about 
My Life. He does not consider it a work of 
art or find all parts equally inspired. But 
"after page 30 I do not feel like skipping a 
word for sorne 200 pages." Later, "To a cer- 
tain extent only, the work becomes bogged 
down by his wife." H. E. wanted to paint "a 
full portrait of himself and her, letters and 
al . . . to fully portray two human beings 


coming together, and to show how all... are’ 


much the same in essentials when facing death 
or danger cr other levellers.” Му Life is 
probably as factual and uninhibited a record 
as it is possible for a scientist who sets out to 
tell the truth, the whole truth, and nothing 
but the truth, to compose. By mutual agree- 
ment Н. E. end his wife lived apart much of 
the time, keeping two establishments. H. E. 
condoned his wife's passion for other women, 
and later in reminiscence would refer to "her 
dear friend cf this period.” By his tolerance 
he retained his wife's loyalty and affection and 
did not cease to return these sentiments. 

The wide -ange of Havelock Ellis studies 
is shown in tke list of his works published be- 
tween 1890 and 1951. Some titles: The Crimi- 
nal, The Nationalization of Health, A Study 
of British Genius, The Soul of Spain, The 
World of Dreams, The Problem of Race De- 
generation, The Dance of Life, From Rous- 
seau to Prous:, The Genius of Europe, From 
Marlowe to Shaw, Sex and. Marriage. 

He is of course best known by the seven 
volumes: Studies in the Psychology of Sex. 
Mr. Collis gives short summaries of the con- 
tents of these volumes. 

Unfortunately the first of this series ready 
for publicatior was the volume Sexual Inver- 
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sion, which was printed in England. A ‘dealer 
was sued for selling "a certain lewd wicked 
bawdy scandalous and obscene libel" The 
book was not defended and the case was lost. 
The judge added his testimony. He addressed 
the book seller : "You might... perhaps have 
been gulled into the belief that some one 
might say that this is a scientific book. But 
it is impossible for anyone with a head on his 
shoulders to open the book without seeing 
that it is a pretence and a sham . . . this filthy 
publication." Thus spake the Law—which 
seems to justify the opinion of Mr. Bumble 
as recorded by Мг. Dickens. But Havelock 
Ellis could later comment: “My ‘filthy’ and 
"worthless and ‘morbid’ book has been trans- 
lated into all the great living languages." 

The other volumes in this series were pub- 
lished outside of England. The story of the 
lives of Havelock and Edith Ellis indicates 
some of the measures by which the marriage 
of two quite incompatible personalities can 
be made tolerable for a considerable period, 
although at the wife's instance they were 
ultimately legally separated. 

Н. E. had 23 years more of life—his hap- 
piest years Mr. Collis thinks, through asso- 
ciation with the excellent Frangoise Delisle 
who cooperated with the author in the prepa- 
ration of his book. 

C.B.F. 


MAN AND Согтове. Edited by Raymond Firth. 
(New York : Humanities Press, Inc., 1957, 
pp. 292. $5.00.) 


Bronislaw Malinowski (1884-1942) made 
such fundamental contributions to anthropo- 
logical theory that they will go on stimulating 
students for generations to come. His works 
are among the most readable in a field that is 
characterized by brilliant writers, so that they 
will always remain a delight to read and a rich 
source of ideas to develop. The present volume 
is subtitled “An Evaluation of the Work of 
Bronislaw Malinowski,” and it is the joint 
product of 12 of Malinowski’s former students, 
each of whom has attained distinction in his 
own field of anthropology, and in one,case in 
sociology. It may at once be said that this is 
by far the best volume that has thus far ap- 
peared on Malinowski, or is likely to appéar, 
and it is highly recommended to all readers. . 
The contributors and contributions are as fol- 
lows: Raymond Firth: “Malinowski as Sci- 
entist and as Man" ; Audrey I. Richards, "The 
Concept of Culture in Malinowski's Work" ; 
Ralph Piddington, “Malinowski’s Theory of 
Needs" ; Talcott Parsons, "Malinowski and the 
Theory of Social Systems" ; Phyllis Kaberry, 
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"Malinowskis Contribution to  Field-Work 
Methods and the Writing of Ethnography’ ; 
J. R. Firth, “Ethnographic Analysis and Lan- 
guage with Reference to Malinowski's Views" ; 
E. R. Leach, "The Epistemological Background 
to eMalinowskis Empiricism”; I. Schapera, 


“Malinowskis Theories of Law"; “Meyer 
Fortes, “Malinowski and the Study of Kin- 
ship”; S. F. Nadel, “Malinowski on Magic 
and Religion”; Raymond Firth, “The Place 
of Malinowski in the History of Economic 
Anthropology" ; Lucy Mair, “Malinowski and 
the Study of Social Change" ; Н. Ian Hogbin, 
“Anthropology as Public Service and Mali- 
nowski’s Contribution to It.” There is a com- 
plete bibliography of Malinowski’s writings, a 
bibliography of works about Malinowski and 
his writings, and other works cited in the text. 
The profits from this volume will appropriately 
go to the support of an annual lectureship in 
memory of Malinowski, which is administered 
by Professor Raymond Firth at the London 
School of Economics where Malinowski taught 
from 1913 to 1941. 
у ASHLEY MONTAGU, Рн.О., 
Princeton, N. J. 


Younc Man LUTHER: А Srupy IN Рзусно- 
ANALYSIS AND History. Ву Erik H. Erikson. 
(New York : W. W. Norton & Co. $4.50.) 


At first blush analytical studies of the dead 
may not seem quite "cricket." The deceased— 
whether Moses, or Luther, or King Oedipus 
himself are in a difficult position to defend 
themselves. However, as long as there has 
been literary criticism, there has been analysis 
of a sort. The addition of modern clinical tools 
should merely add scope and incisiveness to 
an important area in the study of man. 

Dr. Erik H. Erikson is the eminent psycho- 
analyst and Freudian scholar who gave the 
Yale Centennial address on Freud. It is the 
authors contention that both Luther and 
Freud had many similar problems : the same 
intellectual loneliness, the same breakthrough 
from neuroticism to creativity, the same cen- 
tral problem of a father complex. "The Luder 
(Luther) family . . . offered an extreme degree 
of moralistic paternalism and a minimum de- 
gree qf that compensatory free-for-all of small 
and highly satisfying delinquencies which 
farmyard, street, or park can provide for lucky 


‘children . . . an ideal breeding ground for the 


most pervasive form of the Oedipus Complex 
. . .? Since this book is a psychoanalytic study, 
other aspects of Luther are touched upon. Thus 
we have Luther with a highly probably primal 
scene, Luther with the familiar syndrome of 
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suspiciousness, obsessive scrupulosity, moral 
sadism and a preoccupation with dirt end dirty 
thoughts (Luther's father was a coal miner). 
Furthermore we are presented with Luther 
the manic-depressive who in his later years 
had profound bouts of depressicn. However, 
the outstanding symptom is an ever increasing 
rebelliousness—first against his father, then 
against the Church. The author makes „Те 
sage observation that Lutheranism became a 
man's religion; "wherever Luther's influence 
was felt, the Mother of God was dethroned.” 

The author of this book is a saltation man, 
a sudden emergence man. The words “life 
crisis" or "second birth” are frequently found 
and refer to а more or less sudden reorgariza- 
tion of the personality under stress. This :s in 
contrast to the older, static concept of per- 
sonality as a depository of earlier selves. As 
the author puts it, "Man is not organized like 
an archeological mound, in layers." 

Probably most of the criticism of this book 
will come from the historians most of whom 
will reject his Great Man theory of history. 
For there are two schools of thought ; Carlisle's 
Great Hero theory according to which history 
is viewed as a series of shadows cast by 
Great Men, and the sociological school wherein 
the great man functions something like a per- 
cussion cap touching off social forces waich 
have long been gathering tension. The author 
obviously belongs to the discredited Great Man 
school, “... the young monk (Luther) inter- 
ests me particularly as a young man ir the 
process of becoming a great one," p. 36. There 
are many other instances. Critics have asszrted 
that the Roman Catholic Church is the “spook 
of the Roman Empire" preserving its language, 
its dress, and something of its military orgeniza- 
tion. According to this theory the present 
Pontiff would be in a contincous line from 
Caesar Augustus. Most historians wouli re- 
gard Luther as the detonating device which 
set off explosive forces long gathering, rending 
Europe asunder with a Protestant north and a 
Catholic south, the cleavage lines for some odd 
reason following closely the boundaries of 
the ancient Empire. 

Early psychoanalysis has been accused of 
“explaining away’ the various types of religious 
experience as regressive phenomena. Dr. Erik- 
son's approach is more sophisticated and brings 
in existential concepts. With Kierkegaard, he 
emphasizes the pitfalls of existence, especiall 
as a venture in human freedom. He speaks of Ny 
metaphysical anxiety, of “ego chills.” Analo- 
gous to a sound barrier, the young theclogian 
is portraved as advancing by а series of 


breakthroughs to new levels of existence. “At 
the same time this work is. liberally sprinkled 
with fascinating glimpses of Luther; Luther 
the theologian, the man of courage, the peasant 
firmly rooted in the soil. 
The author has a thoughtful, learned and 
seminal mind and the reader will soon discover 
that this book is packed with much thought 
proyoking and novel speculation. 
Hiram К, Jounson, M.D., 
Orangeburg, N.Y. 


Srurreninc—A Symposium. Edited by Jon 
Eisenson. (New York: Harper & Bros., 
pp. 402. $6.00.) К. 


Only too often one still hears in the medical 
profession that stuttered speech is but the 
symptom of an underlying neurosis and that 
removal of the neurosis will somehow auto- 
maticaly remove the speech difficulty. This 
somewhat naive notion has unquestionably 
been to the detriment of the advancement of 
. both theory and practice with regard to this 
| complex syndrome called stuttering. To the 

psychiatrist who is seriously interested in this 

problem area and wishes to broaden his out- 
look from that of the orthodox psychoanalytic 
view, this volume is highly recommended. | 

The introduction by Wendell Johnson carries 
a message in itself making a “semantogenic” 
approach to che problem. Johnson says "the 
reader may venture into the pages ahead with 
an assurance сё finding, in varying proportions, 
-both stimulation and contentment.” This is 
certainly true. There are 6 contributors who 
each present a somewhat different facet of the 
problem, but by no means mutually exclusive 
points of view. Indeed what Sheehan, one of 
the contributars:says, is applicable to almost 
the whole volume; "A blend of several 
approaches—of psychoanalytic and , leaming 
theories with modern personality theories." ` 

Glauber’s contribution presents little that is 
not orthodox, with much psychoanalytic theory 
and little in the way of conclusion. With this 
exception, however, the remaining contributors 
agree, to a large extent, if not in theory then 
certainly in practice. In a truncated review it 
would be difficult to spell out each contributor’s 
point of view. The volume presents very well 
an attempt at integration and provides the 
clinician with many practical suggestions for 
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attacking the problem realistically. Bloodstein, . 


Sheehan .and' Eisenson all present systematic 
theories and practical therapeutic procedures 
with a consistent rationale. Indeed it is inter- 
esting to note that, although we may differ 
somewhat in theory of etiology, we differ but 
little in clinical practice. West's refreshing, if 
not sobering, contribution “Ап Agnostic Specu- 
lates about Stuttering" is provocative in putting 
forward his “ictocongenital” hypothesis. Most 
experienced clinicians have had reason to 
speculate. about the possibility of the con- 
vulsive nature of the disturbance in at least 
some types of stutterers. Van Riper's section 
"Experiments in Stuttering Therapy” is in 
rather vivid «contrast to: the other perhaps 
more "dignified" sections. Van Riper is having 
fun but.this should not detract the reader 
from much valuable data that is contained 
in this section. It is material straight from the 
clinic files giving an account of experimental 
thérapeutic procedures over a period of 10 
years. It rings ‘true. It portrays the man as well 
as the therapy, and is a lesson in clinical 
flexibility and objectivity. a 
Altogether the publication is a most worthy 


one and is certainly to be recommended to ' 


psychiatric practitioners. Nearly every section 
contains a comprehensive bibliography and it 
is encouraging to note, in these days when so 
many volumes are appearing under editorship, 
that a share of the royalties from the sale of 
this book has been assigned to an organisational 
cause, | 
E. DOUGLASS, 
University of Toronto. 


Rerorts, VOLUME 3, Group ron THE AD- 
VANCEMENT OF PsycurATRY. (New York: 
Publications Office, 104 E 25th Street, 
1959,.pp. 618. $8.00.) E 


This volume. contains 12 reports published 


from June, 1956 to May, 1959 and including 


discussions of the psychopath in mental health, 
mental health education, susceptibility to force- 
ful indoctrination, methods of forceful indoc- 


. trination, epileptics at.work, school desegrega- 


tion, diagnosis in child psychiatry, leisure-time 
activities, group teaching for medica] students, 
religion and psychiatry, adaptation to new 
situations, controls in psychiatric research. y 
А.С. 
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IN MEMORIAM 


ALBERT WARREN STEARNS 
1885-1959 


Dr. Stearns, son of George Edwin and 
Helen Maria (Proctor) Stearns, was born 
in Billerica, Mass. on January 26, 1885. He 
attended Tufts College and graduated from 
Tufts Medical School in 1910. He showed 
keen interest in the specialties of medicine 
which needed physicians the most—psy- 
chiatry and neurology. He became one of 
the pioneers, especially in the field of 
psychiatry. His formal training in psychi- 
atry began when he became a resident 
physician at Danvers State Hospital in 1911. 
At the end of the year he resigned to go 
to Boston State Hospital where he worked 
with Dr. Southard until the end of 1913 
when he went into the practice of neurology 
and psychiatry. 

Dr. Stearns’ marriage to Frances Matsell 
Judkins on December 28, 1912 was blessed 
with two sons in the ensuing years. The 
untimely death of one of his sons, Albert 
Warren, Jr., on the threshold of a promising 
career in medicine, brought personal sorrow 
and grief, but not defeat. It heightened his 
understanding and responsiveness to human 
suffering and needs and increased his per- 
sonal application of his potentials to greater 
capacity to alleviate illness and disease. His 
other son, Charles Edward, who is married 
and has four children, is the dean of 
Tufts College of Liberal Arts. 

Dr. Stearns was consultant to U. S. 
Naval Hospital, Chelsea, Mass. from 1923 
to 1929. He became professor of psychiatry 
and the dean of Tufts College Medical 
School from 1927 to 1945. During the years 
1929 to 1933 he was the Commissioner of 
the Department of Correction of Massa- 
chusetts. He was associate commissioner of 
the Department of Mental Diseases of 
Massachusetts from 1935 to 1938. Dr. 

*Stearns was chief of neurology service at 
the Boston Dispensary from 1921 to 1945. 
In 1943 Dr. Stearns was honored by Tufts 
College with an honorary degree of Doctor 
of Science. In 1945 he became professor of 


sociology and remained as the chairmap ‘of 
this department until 1955. 

Dr. Stearns served in the Medical Corps 
of the U. S. Navy in both World Wars. In 
the first one he served as a first lieutenant 
from 1917 to 1919. In the second war he 
served as a captain. 

Dr. Stearns was a member and officer of 
many local, state and national medical and 
psychiatric organizations. He was a Life 
Fellow of the American Psychiatric Asso- 
ciation, and member of A.M.A. In 1931 
he was president of Boston Psychiatric 
Society. In 1934 he was president of Boston 
Society of Psychiatry and Neurology. From 
1938 to 1940 he was Vice-President of 
Massachusetts Medical Society. He was a 
member of the American Academy of Arts 
and Sciences. 

Dr. Stearns was the author of the book 
Personality of Criminals, published in 1932 
and many other publications, such as Sexual 
Crime; The Life and Crimes of Jesse 
Harding Pomeroy ; Cases of Probable Sui- 
cide in Young Persons; One Thousand 
Unsuccessful Careers (jointly with A. D. 
Ullman). 

Dr. Southard described Dr. Stearns as 
his cavalry officer who rode ahead and 
flushed out the enemy, described the con- 
figuration of the forces and rode on to the 
next undertaking. 

His professional life was marked by a 
steady progression of successes, honors, 
recognitions in his chosen endeavors. Per- 
haps, none was more treasured than the 
annual dinner given him by his students. 
It has been said : The great use of life is to 
spend it for something that ou-lasts it— 
through his students his influence will live 
for generations. He called himself an "anti- — 
quarian" and evidenced a keen interest in 
the old houses and their early irhabitants 
and in the history &nd traditions of hiN, 
native New England. 

Dr. Stearns had a great many interests 
and hobbies. As horticulturist, he enjoyed 
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his garden, flowers and shrubs. He talked 
about his apiary and displayed keen knowl- 
edge of various species of birds and wild 
life. His deep interest in his Alma Mater— 
Tufts College and Medical School, was 
foremost. He enjoyed the annual “home 
coming. One of his latest pictures was 
taken during class reunion with General 
ande Mrs. Raymond W. Bliss on the campus 
of his Alma Mater in June 1959. 

He appreciated certain values such as 
punctuality, thoroughness, truth, tolerance, 
attentiveness, decisiveness, discussions and 
freedom of verbal expression, especially by 
himself. He saw and expressed the better 
views on given topics. One exception was 
his minimal interest in the Freudian theory 
of the practice of psychiatry. He felt that 
it was oversold and that some psychiatrists 
with limited experience and training in it 
were practicing it. 

He received many invitations from church 
groups, women’s clubs, civic and profession- 
al organizations to give talks or to discuss 
psychiatric problems. He was called by the 
newspapers, courts, and judges to give am 
opinion on various psychiatric matters. 


++ сто жтт Жее “we 2-5 


ч 7 IY тш Гыл аллын. E F. . 7 E D _ 
c Ww | E: 
` 


These included delinquencies, mental status 
of murderers, changes in psychiatric ther- 
apies and laws, and handling of criminals. 
He was a dynamic and interesting speaker. 

Up to the time of his sudden and un- 
expected demise, Dr. Stearns was an active 
psychiatrist. He was a psychiatric con- 
sultant at the Bridgewater State Hospital 
for the Criminally Insane and at Boston 
State Hospital. He was adept in forensic 
psychiatry and courtroom procedure and a 
familiar figure in many noted cases. He was 
scheduled to testify in court on the day 
of his death, September 24, 1959. The 
"Sage of Billerica" passed on gently, mer- 
cifully and peacefully as he had lived. 

My association with Dr. Stearns con- 
tinued for nearly three decades—initially as 
one of his students. 

His warmth and sincerity endeared him 
to his associates, and his professional knowl- 
edge, competence, and wide experience, 
commanded the respect and confidence of 
all who knew him. The passing of Dr. 
Stearns is a great loss to Massachusetts, to 
New England, and to the nation. 

Peter B. Hagopian, M.D. 
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Yow agent for parkinsonism 








brand of biperiden (9 


PARKINSON'S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 

DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 

AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


KNOLL PHARMACEUTICAL COMPANY Q^ 


(formerly Bilhuber-Knoll Corp.) 
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TRADEMARK 
- relieves headache 
e dispels visual disturbances 
and - overcomes nausea and vomiting 
*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with 'Migral'. The 


recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
" overcome nausea. 

е Dosage: 2 to 3 tablets at first warning of an attack, then 1 ог 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: 'Migral' tablets, containing ergotamine tartrate 1 mg., 'Marezine'? brand 


Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. м 


% BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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in the disturbed patient... носооліпаисез quiet sleep, even in patients 
with organic psychosis who have severe 
UNTROUBLED sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
S LEE J tation and agitation are reduced. NOLUDAR 
does not modify the eec of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NOLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 . . 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC . 


When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NOLUDAR 50 (50-mg tablets), . 


ROCHE LABORATORIES 


" Division of Hoffmann-La Roche Ince — . 
. Nutley 10, New Jersey . 


% R) 
Co mpazinc brand of prochlorperazine 


can penetrate the mental and physical apathy of senile patients so that 
they become more alert and cooperative. With '"Compazine', these patients are usually 
less inclined to incessant complaining. As they begin to socialize and to take an 
iñterest in their personal appearance and environment, the problems of management 
are greatly eased. 


‘Compazine’ can also resolve the delusions and hallucinations. of senile psychotice ` 
And because ‘Compazine’ has little, if any, hypotensive effect, it can be used even 
in those patients who have cardiovascular disorders. 


N.B.: If the senile psychotic is hyperactive, agitated, or belligerent, needing a 
sedative effect, Thorazine® (brand of chlorpromazine) may be preferable. 
SMITH 
leaders in psychopharmaceutical research KANE & 
FRENCH 


to help apathetic, 







uncooperative yy 7 
seniles 


basic aid: 
When more than your personal assurance 
is required to relieve the emotional distress 
common to every illness, 
EQUANIL may confidently be prescribed 
to relax mind and muscle. 
EQUANIL is the most widely used ataractic agent; 
its efficacy and extreme safety 
in the control of tension, anxiety and muscle spasm 
are thoroughly documented 
in hundreds of published papers. 
The action of EQUANIL is specific. 
Side-effects are rare. 
Because it is rapidly metabolized, 


effects are not cumulative. 





Because it does not cloud consciousness, 


your patients remain alert and cooperative. 


Your request will bring you 
a descriptive brochure 
with extensive bibliography. 


Wyeth Laboratories 
Philadelphia 1, Pa. 





A Century of Service 
to Medicine 


Meprobamate, Wyeth 





THE PARKINSONIAN SCRIPT... 
... rigidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a bedtime dose often controls 
symptoms for 24 hours!). COGENTIN also 


exerts “а highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.”? Parkinsonism due to tranquilizer 
therapy “is easily alleviated by CoGENTIN,’”? 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usual dos- 
age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsonism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 


Additional information on CoGENTIN is available to physi- 
cians on request. 

Now available: Injection COGENTIN, 1 mg. per сс., ampuls 
of 2 сс. Also available: Tablets COGENTIN (quarterscored), 
2 mg., bottles of 100 and 1000. 

References: 1. A.M.A. Council on Drugs: New and Non- 
official Drugs 1959, Philadelphia, J. B. Lippincott Company, 
1959, р. 252. 2. Doshay, Г. J.: J.A.M.A. 162:1031, 1956. 
з. Ayd, F. J.: Clin. Med. 6:387, 1959. 4. May, R. H.: Am. J. 
Psychiat. 116:360, 1959. 


COGENTIN is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME 
Division of Merck & Co., INC., Philadelphia 1, Pa. 
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‘removes the bars between patient and psychiatrist 


fri lafo П helps avoid apathy of sedation 


perphenazine 


controls tension while maintaining a clear sensorium 








'frilafon helps the psychotic | 


perphenazine 


^ 


function more effectively—shortens hospitalization 


Responsive psychotic patients on TRILAFON exhibit *... dramatic gaining of insight and 
appropriate judgement...clarity of thought and a clear understanding. ...”? 


Availabée as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 


administration, precautions and contraindications. 


References: (1) Ayd, Е. J., Jr.: New England J. Med. 261:172, 1959, (2) Morgan, D. R., and van Leent, J. P: M. J. Australia 45:696, 1958. 





NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN' (meprobamate) now available 


in 400 mg. continuous release capsules as 





Meprospan-400 


=> JUST ONE CAPSULE 









ЕА M 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
а 200 mg. Miltown (meprobamate) 


Both potencies т bottles of 30. 


WP WALLACE LABORATORIES, New Brunswick, М. J. 


CME-8427 
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faster therapeutic reign with 





the one instrument combining 
the strongest convulsive currents with 
powerful yet gentle sedative currents 


e exceptionally fast clinical therapeutic response 


e most efficient convulsive currents result in minimal 
side effects—apnea, thrust, confusion anc treat- 
ment-generated anxiety are negligible 


e patients are quickly clear and bright following 
treatment 


e difficult cases have responded to SedAc deep sleep 
therapy—powerful, deep, effective yet safe treat- 
ments are easily applied 


e SedAc current establishes better transference — 
patients become communicative 


e anxious aversion to EST minimized by gentle 
SedAc current 


e one-knob, with safety lock, controls convulsive and 
sedative currents 


e clinical studies have evaluated a new measurement 
procedure to determine areas of cerebral damage 
and the degree of malfunction 














Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
menn) to ^a used with Model 5; 3. SedAc (self-powered) zn incependent 
instrument. 


Only Reiter, the original unidirectional current electrostimulators, are 
authentically backed by extensive clinical experience with over 200 references 
in literature and text-books. 


Literature and bibliography on request. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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THREE NEW BOOKS FOR PSYCHIATRISTS - 


] ——- 





DREAMS AND PERSONALITY DYNAMICS edited by Manfred Е. DeMartino, Board of , 
Cooperative Educational Services, Onondaga County, New York. This unique volume, which repre- 
sents a new milestone in the field of dynamic psychology, encompasses a wide variety of aspects 
ef the exciting and immensely important subject of nocturnal dreams. Nineteen well-known in- 
vestigators deal with such topics as the history of dream interpretation and theory, sex differ- 
ences in dream content, nocturnal sex dreams, children's dreams, typical anxiety dreams, per- 
sonality correlates of dreams, methods of dream analysis, use of hypnosis, dreams and projective 
techniques, and physiological correlates of dreams. Particularly interesting is the final chapter 
presenting the recent and much publicized ingenious experimental studies (by Dement, 
Kleitman, and Wolpert) which demonstrate conclusively that there is a relationship between 
rapid eye movements during sleep and the presence of dream activity. Pub. Dec. '59, 396 pp., 
$10.50 





nanan i 


PRACTICAL NEUROLOGICAL DIAGNOSIS: With Special Reference to the Problems of 
Neurosurgery by R. Glen Spurling, University of Louisville School of Medicine, Louisville, Ken- 
tucky. Students of neurology at every level will find here useful, practical information which 
would take hours of library work to uncover. It is one of the very few books in English to bring 
together all the correlated anatomical and physiological data with a comprehensive neurological 
outline. The SEXTH EDITION, completely revised and reset from new type, is essentially the 
same book which brought praise like this: *Here is a splendid volume presenting simple and direct 
methods fer comprehensive examination of the nervous system."—J/ournal of Nervous and Mental 
Diseases. “The book is of very practical value to the student and practitioner, which is the author's 
main purpose." — 4тегісап Journal of Psychiatry. Pub. Mar. '60, 304 pp., 70 iL, $6.75 
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GENERAL PSYCHOTHERAPY: An Outline and Study Guide by John G. Watkins, V. 4. 
Hospital, Portland, Oregon. From the INTRODUCTION by Doctor Lewis R. Wolberg: “... Dr. 
Watkins’ present volume is one of the most significant contributions to appear. With prodigious effort 
and consummate skill he has achieved an almost impossible task, the gathering, classification and 
analysis of the most important writings of our time that relate in any way to psychotherapy." The 
outline form of presentation renders the book particularly valuable to the professor of psychiatry in 


the preparation of lectures on various theories and techniques. Residents in psychiatry will find it 


> 
invaluable in preparing for board examinations. For the therapist it offers in “nutshell” form the 
basic ideas of different systems of psychotherapy. Pub. Jan. '60, 286 pp., $9.25 
e 
э. » 
Send for our new 1960 catalog of over 1100 titles $ | $ 
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You Save More than Money 
with U. S. Sav 


Yos can save automatically 
with the Payroll SavingsPlan. 


You now get 334% interest 
at maturity. 


You invest without risk 
under U.S. Government 
guarantee. 


Your money will never be 
lost or destroyed. 


You can get your money, 
with interest, any time you 
want it. 


You can buy Bonds where 
you work or bank. 


And remember, you save 
more than money. 





The U. S. Government does not 
pay for this advertising. The 
Treasury Department thanks The 


: Advertising Council and this 


magazine for their patriotic donation. 
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ings Bonds 





You want her to grow up in a peaceful world. 
Bonds are one way to help make sure. 








. on the admissions service 


the rapid antipsychotic effect of 


Stelazine 


brand of trifluoperazine 


is especially valuable 


Because of its rapid antipsychotic effect, ‘Stelazine’ can 
help shorten the hospital stay of new admissions. 


To calm hyperactive patients 


‘Stelazine’ exerts little or no sedative effect; rather, 
‘Stelazine’ calms hyperactive patients chiefly because of 
its rapid effect against the psychotic process. Kovitz! 
comments that “One of the striking features of [‘Stelazine’ | 
is its dual capacity ... to calm aggressive patients and 
... to stir passive, sluggish patients. . . .” 


To eliminate delusions and hallucinations 


A striking response to ‘Stelazine’ is the rapid reduction or 
elimination of delusions and hallucinations. Feldman? 
writes that ‘Stelazine’ ‘за highly potent psychopharma- 
cologic agent, particularly effective for the control of 
delusions and hallucinations.” 


To activate withdrawn patients 


‘Stelazine’ can activate to communicativeness the new 
admission who is withdrawn and mute, so that he is able 
to respond and to cooperate from the start in his treat- 
ment program. 


1. Kovitz, B.: Management of Psychotic Tension Symptoms with Trifluo- 
perazine: A Preliminary Report, in 7 rifluoperazine: Clinical ana Pharmacological 
Aspects, Phtladelphia, Lea & Febiger, 1958, pp. 144-149, 


2. Feldman, P.E.: An Evaluation of Trifluoperazine in Chronic Schizo- 


phrenia, ibtd., рр. 87-97. 





KLINE & 
FRENCH у 


leaders in psychopharmaceutical research 


їп observance of the 1960 World Mental Health Year i 
The Macmillan Company proudly announces publication of Р 


culture and mental health | 


a world-wide compendium of cross-cultural studies in social psychiatry 


edited by MARVIN К. OPLER, Ph.D. 





o. Matre Lorie. o suce adim CER Ea NE o The Social Limits of Eccentricity: An English Study 
Willlain Сона, азалы аза Observations on the Cultural Context of Japanese Psychiatry 
ашан Юз dash залака жа acl doi d Obsessive-Compulsive Disorders in Chinese Culture 
George De Vos & Horace Мтег............. Oasis and Casbah—A Study in Acculturative Stress 
Jacob Fried... sse io e s Acculturation and Mental Health Among Indian Migrants in Peru 
Thomas Gladwin & Seymour B. Sarason... . Culture and Individual Personality Integration on Truk 
А. Irving Hallowell...... Psychic Stresses and Culture Patterns; and Fear and Anxiety as Cultural 
and Individual Variables in a Primitive Society 

E. Gall JB, ess ana KERTA A n ек» ace Mental Health of the Spanish-American in Texas 
aom MID raria eis a REQUE 2 ODE oi Ung aee ac o a ES Explorations in Negro Personality 
Калага А, Kennold. isses rar mg m ака Major Patterns of the Mental Hospital—U.S.A. 
ТОМА Ва: кокоса ны Two Types of Delinquent Youth in Chinese Society 
"* 7875 TPTEDRTTDTTDUTIITCICIT Psychogenic Disorder and Social Conflict among the Zulu 
Morgarel Mall isk iid ээк» а ара P ERE RR REA Mental Health in World Perspective 
Simon D. Мейл... ен. Group Therapy and Social Status in the Zar Cult of Ethiopia 
н. B. M. Marphyosesoezukatod m ES E E T E зжев E RAS e Culture and Mental Disorder in Singapore 
Marvin К. Ор; уез» o er os Dream Analysis in Ute Indian Therapy; and Cultural Differences in 
Mental Disorders: an Italian and Irish Contrast in the Schizophrenias—U.S.A. 

Morris E. Opler sc ез» э» aoo rra Family, Anxiety, and Religion in a Community of North India 
Victor D. Sónud. i.e eds Differences in Personality Adjustment among Different Generations 


of American Jews and Non-Jews 
Melford E. Spiro. . . Cultural Heritage, Personal Tensions, and Mental Illness in a South Sea Culture 


Anthony Р. C. Wallace............. The Institutionalization of Cathartic and Control Strategies 
in Iroquois Religious Psychotherapy 


Eric D. Wittkower & Jacob Fried......... TTD Some Problems of Transcultural Psychiatry 


EXCELLENT READING for anyone interested in the effect of culture on personality 
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THE MACMILLAN COMPANY, 60 Fifth Avenue, New York 11, N. Y. Вох АЈР-3 • 


Please send те a сору of OPLER: CULTURE AND MENTAL HEALTH оп approval. 
I may return it within 10 days without obligation. Otherwise bill me for $8.75 plus delivery 
charges. (If you enclose payment, we pay for delivery.) [] Payment Enclosed [] Bill Me " 
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Toheanil 


brand of imipråmįpe HCI 


In the treatment of depression 
Tofrānil has established the 


in depression 


lights the road to recovery 


remarkable record of producing in 80 per cent of cases 


remission or improvement in 


approximately 80 per cent of cases.!-7 


Tofranil is well tolerated in 


usage—is adaptable to either office or 
hospital practice—is administrable 


by either oral or intramuscular ro 


Tofranil... a potent thymoleptic 
... not a MAO inhibitor. Does act 
effectively in all types of depress 


regardless of severity or chronic 


utes. 


ion 


ty. 


Does not inhibit monoamine oxidase 


in brain or liver; produce CNS 
stimulation; or potentiate other 
drugs such as barbiturates 

and alcohol. 


Detailed Literature Available 
on Request. 


Tofránil& (brand of imipramine НСІ), tablets р 


of 25 mg., bottles of 100. Ampuls for 
intramuscular administration only, each 
containing 25 mg. in 2 cc. of solution, 
cartons of 10 and 50. 


References : 1. Ayd. E J., Jr.: Bull. School 


Med., Univ. Maryland 44:29, 1959. 2. Azima, 


H., and Vispo, R. H.: A.M.A. Arch. Neu 


rol. 

& Psychiat. 81:658, 1959. 3. Lehmann, H. E.; 

Cahn, C. H., and de Verteuil, R. L.: Canad. M 
Psychiat. А. J. 3:155, 1958. 4. Mann, A. M 


and MacPherson, A. S.: Canad. Psychiat. 
4:38, 1959. 5. Sloane, R. B. ; Habib, A., a 
Ван, U. E.: Canad. M.A.J. 80:540, 1959. 
6. Straker, M.: Canad. M.A.J. 80:546, 19 
7. Strauss, H.: New York J. Med. 
59:2906, 1959. 
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Here comes help 


Birth of a new Wyeth medicinal is presided over 
chiefly by the scientists who originated it, the 
pharmacologists who attest to its actions and safety, 
and the clinicians who determine its efficacy. 


Others play vital roles. Others like Charles Stanley 
suttle, one of a number of Wyeth Clinical Associates. 


suttle draws upon a fine academic background and 
years of experience to aid clinical researchers in the 
Southeastern United States, where he serves as a 
knowledgeable link with the Wyeth medical department. 


The aid that Suttle offers may take many forms. 

Often it's specialized information and data, which may 
come from Suttle's own fund of knowledge or from 
Wyeth itself. Among other aids: searching out literature 
references, arranging for special supplies—matching 
placebos, say—and even helping locate 

hard-to-find equipment. 


The Wyeth Clinical Associate is a familiar and welcome 
sight at medical research centers everywhere; like all 
members of the Wyeth team, he signifies service to 
medicine. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 























V. Ud 
.cantrols 

the acute 
psychotic episode 


elicits continuing 
cooperation 


promotes 
accessibility 





LITERATURE SUPPLIED ON REQUEST 


parine 





HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP ' 


References: 1. Frain, M.K.: J. Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. 2. Graffeo, A.J.: New 
York State J. Med. 58:2056 (June 15) 1958. 
3. Lesse, S.: Ат. J. Psychiat. 113:984 (Мау) 1957. 


Wyeth Laboratories, Philadelphia 1, Pa. 
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A Century of BA to Medicine 
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Likh the depression with Marplan. Therapeutically, 
Marplan is a new, more active amine oxidase regulator. 
Clinically, it is safer. Medically, it represents a major 
breakthrough in the chemotherapy of depression. 
Marplan has been evaluated by some 300 investigators 
who reported its use in more than 4000 patients. Re- 
sults have been impressive — frequently dramatic, and 
side effects have been markedly fewer and less severe. 
Indications range from moderate to severe psychiatric 
disorders with associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable as an 
adjunct in psychotherapy to facilitate the patient s re- 
sponsiveness. Complete literature giving dosage, side 
effects and precautions is available upon request and 
should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. Н. F. Darling, W. Kruse, С. Е. Hess and М. С. Hoermann, 
Dis. Nerv. System, 20:269, 1959. 2. W. B. Abrams, A. Bernstein, Vs LX. 
Mattia, Jr., В. J. Floody and L. О. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 3. Re- 
ports on file in the Department of Pharmacology, Roche Laboratories. 
4. Clinical reports on file, Roche Laboratories. 5. L. O. Randall and R. E. 
Bagdon, Dis. Nerv. System, 19:539, 1958. 6. W. Hollander and R. W. 
Wilkinson, in J. H. Moyer, Ed., Hypertension, Philadelphia, W. B. Saun- 
ders Co., 1959, p. 399. 7. R. W. Oblath, paper read at American Therapeu- 
tic Society, 60th Annual Meeting, Atlantic City, №. J., June 6, 1959. 
8. 1. Kimbell, paper read at Cooperative Chemotherapy Studies in Psy- 
chiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 
1959. 9. L. Alexander and S. В. Lipsett, Dis. Nerv. System, 20( Suppl. ):26, 
1959. 10. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:(3), 820, Sept. 17, 1959. 11. S. L. Cole, paper read at American Thera- 
peutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
12. L. O. Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, 
Ill., May 8, 1958. 13. O. Resnick, Ann. New York Acad. Sc., 80:(3), 726, 
Sept. 17, 1959. 14. G. Zbinden and A. Studer, ibid., p. 873. 15. T. R. Robie, 
Dis. Nerv. System, 20:182, 1959. 


MARPLAN = аймыыр аа йа жаыа )hydrazine ROCHE® 


arplan 


achieves a happy 
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(GRSERE, 
ROCHE 


LABORATORIES 
Division of 
Hoffmann-La Roche Inc. 
Nutley 10,N. J. 


alance of potency/ safety 





FOR FLEXIBLE 
INSTRUMENTATION 


IN CORTICOGRAPHY 


e Completely universal and extendable 
arms and electrodes 


Ите for e Up to 20 electrodes 
descriptive literature nar MN 
and prices om : e Fasily removable individual 
ELECTROMYOGRAPHS electrode assemblies 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS e Fully autoclavable 
RECORDER PAPER 
ELECTRODES e Spring mounted spherical 
SHOCK THERAPY EQUIPMENT silver electrodes 


МЕОСВРАЕТ ELECTRONIC CORP. 


designers and manufacturers of diagnostic 


and therapeutic equipment for the medical profession 


426 GREAT EAST NECK ROAD, BABYLON, N.Y. 
TEL. MOHAWK 9-2837 ADDRESS MAIL ТО BOX 1006, BABYLON, М. Y. 
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\LOUDEN HALL 


PRIVATE PSYCHIATRIC SANITARIUM 


e Visiting psychiatrists may admit and treat their own patients on a daily or 


monthly basis. 


® All facilities of adjacent Brunswick General Hospital, with which Louden” 
Hall is now associated, are available for patient’s care. 


@ Electro-Encephalography In-or-Out Patients 


Resident psychiatrists and specially trained personnel are on the 
staff, as formerly, for the care and treatment of the mentally ill. 


Psychiatrist in Charge: 

DESMOND G. BOYLE 

Diplomate of the American Board 
of Psychiatry and Neurology 


THE BRUNSWICK HOSPITAL CENTER, INC. 
366 BROADWAY, AMITYVILLE, L. 1., М. Y. 


Tel.: AMityville 4-0053 
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Tel.: MUrray Hill 3-7012 





for the breath 

of life in 

electroshock therapy 
‚..Ше AMBU*. 

resuscitation and 

suction kit 


e Hand operated Resuscitator for safe, 
efficient ventilation—with room air or 
oxygen 


e Foot operated suction pump for safe 
aspiration of the airway 


e No electricity required 


Write for descriptive folder to 
Air-Shields, Inc., Hatboro, Pa. 


AIR-SHIELDS, INC. f^ 


Hatbore, Pa. 
*Trademark 


T 





A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation —A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies • Large Staff 
Trained for Team Approach * Supervised Recreational Program 


Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, М.О, 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA • VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Founded in 1904 


HIGHLAND HOSPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 


tional opportunity for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 








ROOK PUBLICATION 


The American Press invites your atten- 
tion to our select list of scholarly and 
serious books. We specialize in the pub- 
lication of text and reference books, re- 
fional studies, doctoral and specialized 
dissertations, and research projects in 
all fields that recuire careful and intelli- 
gent promotion programs. All aspects of 
book publication are handled by men of 
sales vision and keen editorial insight, 
discretion, and respect for learning to 
warrant the trust that you must inevita- 
bly place in a publisher. 


We invite you to submit your manu- 
script for editorial consideration. You 
will be subjected to no high pressure 
sales devices. If we can include your 
work in our list, a contract will be made 
avallable for your study. 


THE AMERICAN PRESS 


Attn: Mr. Joslyn 
489 Fifth Ave., N. Y., N. Y. 





CM braun atom. 


1220 DEWEY AVENUE 









THE BROWN 
SCHOOLS 


FOR EXCEPTIONAL CHILDREN 


The Brown Schools, in operation simce 1940, hcs , 
facilities for the private residential treatment ef 
emotionally disturbed children ond for the educc-  , 
tion of retarded children of all ages. * 
Specialists on our staff in psychiatry, psycholog", 
medicine, social work, speech pathology cnd spe- 
cial education assure a well-rounded approach te 
the problem of the exceptional child. 

Seven different suburban and ranch units make 
possible the placement of each child in a group 
best suited to his interests, age, ability, develop- 
ment and social adjustment. 

We have recently prepared a comprehensive view 
book for your use in learning more about our 
schools and the services we offer. We invite you 
to write for a copy and also for any particuler 
information you desire. 


Please write: 


Mrs. Nova Lee Dearing, Registrcr 
P. O. Box 4008 D 


Austin, Texas 


WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE T 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES | "€. 


For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 
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Fully Accredited 
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SIX COMPREHENSIVE PROGRAMS: 


e Observation and Diagnosis e Custodial Care 
e Education and Training e Summer Program 
e Residential Supervision e Psychiatric Treatment Center 


The Training School at Vineland provides care and treatment for boys and 
girls 2 years or older with mental potential of 6 years. Complete profes- 
sional staff. Electroencephalographic and neurological exams, individual 
psychiatric, psychological, physiological, and speech observations and 
therapies. 


The educational program aims at maximum development of each child. 
Training includes self-care; group living; formal classroom education; devel- 
opment of practical habits, attitudes and work skills. 


Children live in homelike cottages on 1600-acre estate. Hospital, school, 
chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, prevention 
and treatment of mental retardation. Established 1888. 


For information write: Registrar, Box N. 


FOR THE MENTALLY RETARDED CHILD | 











THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and treatment of the 


mentally retarded. 


HALL-BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 


The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter Р. Barbara, Ph.D. 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
` In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of giris over five years of age. Carefully chosen stafi. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New Y gk City. 








Гвен Frances M. King, formerly Director of the Seguin School References 
- Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 . 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown. Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JAMES ВкАрү, M. D., Medical Director 
C. F. RICE, Superintendent 


FRANCIS А. O'DONNELL, M. D. RICHARD L. CONDE, M. D. 
RoBrnT W. Davis, M. D. Н. C. Новв$, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


MAfair 2-1200 


Nine miles from Washington, D. C. — In rural Maryland 


b TT to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren. M. D. Member of N. A. P. P. H. « 


Medical Director Accredited by Joint Commission on Accreditation of Hospitals 'w 
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COMPTON SANITARIUM 


620 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — МЕ 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment ...... Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. CnEswELL Burns, M.D. HELEN RistLow Burns, M.D. 
Medical Director Assistant Medical Director 





FAIR OAKS 


Incorporoted 


SUMMIT, NEW JERSEY 


А 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 
OSCAR ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 


Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 


Member М.А.Р.Р.Н. 
Fully approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. CORNELIA B. WILBUR 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. C. WorrE, М.О. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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a WINDSOR HOSPITAL -—m 


CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 
A hospital for the treatment of Psychiatric Disorders. Booklet available on -equest. 


JOHN Н. NICHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT А. SIHLEE, JR. 
Medical Director Administrative Director Secretary 








MEMBER: American Hospital Association - Central Neuropsychiatric Hospital. 
Association - National Association of Private Psychiatric Hospitals e 


Accredited: by the Joint Commission on Accreditation of Hospitals 


CHESTNUT LODGE 


DEXTER M. BULLARD, M.D., Medical Director 
MARVIN L. ADLAND, M.D., Clinical Director 
ОТТО A. WILL, JR., M.D., Director of Psychotheraby 
DONALD L. BURNHAM, M.D., Director of Research 


CLINICAL ADMINISTRATORS 
MARTIN COOPERMAN, M.D. 
JOHN L. CAMERON, M.D. ROBERT W. GIBSON, M.D. 
JOHN P. FORT, JR., M.D. MICHAEL A. WOODBURY, M.D. 


ASSOCIATES 


CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 
CLAY F. BARRITI, M.D. HAROLD F. SEARLES, M.D. 
MILTON G. HENDLICH, M.D. JOSEPH H. SMITH. M.D. 

JOHN S. KAFKA, M.D. BARBARA S. SOKOLOFF, M.D. 
BERL D. MENDEL, M.D. WILHELM P. STIERLIN, M.D. 
CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D. 
PING-NIE PAO, M.D. NAOMI K. WENNER, M.D. 


CLINICAL PSYCHOLOGIST 
MARION I. HANDLON, Ph.D. 


INTERNISTS 
CORINNE COOPER, M.D. GEORGE SHARPE, M.D. 


ROCKVILLE MARYLAND 





ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY jj i = ||| — 1... RI r ants 
О AVENUE OF THE AMERICAS, ROOM 1817 Date 
EW YORK 20, NEW YORK 

Enclosed herewith is $ ............ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ............ Number ........ 
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America Postage $.50 extra. New Volume began July 1959 issue. 
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90% of anxious, agitated апа apathetic 
office patients calmed without drowsiness 


and with normal drive restored... 
on one or two 0.25 mg. tablets b.i.d.: 


д 8 ах с с 
зе pattern of nerforn 
ы CLAU ES Ч 1 LY 1 





Fluphenazine dihydrochloride 


Ш In 608 patents with anxiety and 
anxiety-induced fatigue or depression, 
PERMITIL, administered in small daily 
doses of 0.5 mg. to 1 mg., produced 


M Patients become calm without being 
drowsy and normal drive is restored. 

B Onset of action is rapid; effect is pro- 
longed. M Ревмити. does not poten- 


non-barbiturate 
sedatives and can be used with impunity 
with such agents. 


significant improvement in 90%.* tiate barbiturates or 
B PeERMITIL is virtually free from side 


effects at recommended dosage levels. 


How to Prescribe PERMITIL: The lowest dose of Рекміти. that will produce 
the desired clinical effect should be used. The recommended dose for most adults 
is one 0.25 mg. tablet twice a day (taken morning and afternoon). Increase to two 
0.25 mg. tablets twice a day if required. Total daily dosage in excess of 1 mg. should 
be employed only in patients with relatively severe symptoms which are uncon- 
trolled at lower dosage. In such patients, the total daily dose may be increased to a 
maximum of 2 mg., given in divided amounts. Complete information concerning 
the use of PERMITIL is available on request. 


Supplied: Tablets, 0.25 mg., bottles of 50 and 500. p e 


*Recent compilation of case reports received by the Medical Department, White Laboratories, Inc, 


D 
p, 4,797232 WHITE LABORATORIES, INC., Kenilworth, New Jersey 
аяса | | | 
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CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 





In patients who had received no previous 
anticonvulsant medication, 
“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
"Mysoline" employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 
“Mysoline” provided improvement to marked control 
in 49% of the patients. 


The dramatic results obtained with “Mysoline” advocate 
its use as first choice of effective and safe therapy 
in the control of grand mal and psychomotor attacks. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
Literature on request. 


"Livingston, S., and Petersen, D.: New England J. Med. 254:327 
(Feb. 16) 1956. 
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ted States by arrangement with Imperial Chemical Industries, са. 
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INTEGRATED SERVICES 


THE SLOW-LEARNER or the child with emotional diffi- — , 
culties needs the resources of an organization that has many 
different approaches to the problems involved. Through the 
Devereux multidisciplined approach, the psychiatrist, the phy- 
sician, the psychologist, the educator, and the rehabilitation 
specialist pool experiences to give each boy and girl the en- 
vironment and training best designed to meet his individual 
needs. Students are assigned to one of twenty-two semi-au- 
tonomous residential schools in Pennsylvania and similar 
groups in California and Texas. 


CLINICAL STAFF 






J. Clifford Scott, M.D. Lance Wright, M.D. 
Edwin H. Abrahamsen, M.D. F. Ellsworth Henry, S.T.D. 
Aurelio Buonanno, M.D. Milton Brutten, Ph.D. 
Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 
Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D. 
William F. Haines, M.D. Michael B. Dunn, Ph.D. 
Robert L. Hunt, M.D. Shirley M. Jahnson, Ph.D. 
Richard H. Lambert, M.D. John R. Kleiser, Ph.D. 
Leonardo Magran, M.D. Murray Levine, Ph.D. 
Joseph J. Peters, M.D. Henry Platt, Ph.D. 
Alvis J. Scull, M.D. Edgar A. Smith, Ed.D. 
Jacob S. Sherson, M.D. George Spivack, Ph.D. 
Albert S. Terzian, M.D. Herbert A. Sprigle, Ph.D. 
Walter M. Uhler, M.D. Anne Howe, M.S. 
Tirso L. Vinueza, M.D. Kenneth E. Evans, B.S. 
Psychoanalytic Consultants 
G. Henry Katz, M.D. Herbert H. Herskovitz, M.D. 
SCHOOLS 
THE DEVEREUX FOUNDATION COMMUNITIES 
А nonprofit organization Founded 1912 CAMPS 
Devon, Pennsylvania TRAINING 
Santa Barbara, California Victoria, Texas 
/ RESEARGH 
ы `` 
HELENA T. DEVEREUX Professional inquiries for Eastern inc Nir m 
Administrative Consultant be directed to Charles J. Fowler, Registrar, 


Devereux Schools, Devon, Pa.; for Pacific Coast 


EDWARD L. FRENCH, Р№.Р. Schools, to Keith A. Seaton, Registrar, Dever- 


Director | , ' 
eux Schools in California, Santa Barbara, Calif.; 
WILLIAM B. LOEB Southwestern residents address Devereux Schools  * 
e Treasurer in Texas, Box 336, Victoria, Tex. 
€ 
н *. 
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for 
the 
Lense 


amd. 
nervous 


pataent 


proven effective 





and outstandingly safe 


simple dosage schedule produces rapid, predictable 


tranquilization without unexpected excitation 


dosage readjustments 


no cumulative effects, 


thus no need for difficult 


* does not produce ataxia, change in appetite or libido 


* no danger of hypotension, depression, Parkinson- 
like reactions, jaundice or agranulocytosis 


* does not impair mental efficiency or normal behavior 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 
Or aS MEPROTABS*— 400 me. 
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meprobamate (Wallace) 
unmarked, coated tablets. 
rasis ids E c 
— ^" WALLACE LABORATORIES / New Brunswick, N.J. 
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in the disturbed patient... 


UNTROUBLED 


SLEEP 





NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the eec of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NOLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300. - 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NOLUDAR 50 (50-mg tablets), 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey ^ " 
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SAFER ELECTROSHOCK THERAPY - 
-ultra-short-acting | 
. Skeletal muscle | 


relaxant ‘ANECTINE’ 


brand 
Succinylcholine Chloride 





60 Seconds After Injection 


* patient relaxed « shock given 
• modified clonic phase begins 


90 Seconds After Injection 180 Seconds After Injection 
• modified clonic phase ends • normal respiration returns 


. (total {те of shock procedure 
approximately 3 minutes average) 





ra pid Comments from the literature: 


«... method of choice.” 


relaxat | ОП Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


t, ..recommend its use." 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


Га pid 114:698 (Feb.) 1958. 


“... treatment of choice.” 


° recove ry Michael, K. D., and Wunderman. D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 
*, . . irrespective of age." 
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Complete literature available upon request. 


‘Anectine’® brand Succinylcholine Chloride 


è Injection: 20 mg. in each cc., multi-dose vials of 10 сс. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York. 
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~ аа DEXAMYL? to keep depressiv 


brand of dextro amphet- 
amine and amobarbital 







mptoms under control 





Dexamyl’s antidepressant, mood-lifting ef- 
feet can often help you restore your patient's 
energy and drive—keep her depressive symp- 
toms under control between psychothera- 
peutic interviews. In a recent article on 
the treatment of neurosis, Batten! reports, 
“Myerson observed that а combination of 
amphetamine derivatives with one of the 
barbiturates [as in ‘Dexamyl’| helps to re- 
establish an approximately normal emotional 
state, thus bringing the latent forces . . . for 


cure or remission into play." 
* 
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Caldwell and Nowers? state, ‘Тһе particu- 
larly desirable results achieved in depressed, 
tense, ‘nervous’ women suggest that, for 
some patients, |'Dexamyl'] may be more ap- 
propriate than the widely used tranquilizers 
which create an attitude of indifferent calm." 
‘Dexamyl’ is available as tablets, elixir 
and Spansule* sustained release capsules. 
Smith Kline & French Laboratories 


1. Batten, C.T.: California Med. 90:202 (March) 1959. 
2. Caldwell, W.G., and Nowers, W.: California Med. 
88:380 (May) 1958. 


leaders in psychopharmaceutical research 
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38 NEW BOOKS FOR PSYCHIATRISTS - 





Leo—MULTIPLE SCLEROSIS, 


Alexander, 
PROGNOSIS AND TREATMENT (Amer. Lec 


Objective Psychiatry). Pub. date June 760, about 128 
рр., 63 il. 
SPEECH AND HEARING 


Barbara. Dominick А. 


e DISORDERS. Pub. date June '60 


LÀ 


Бой’. Eli M.-EARLY IDENTIFICATION OF 
EMOTIONALLY HANDICAPPED CHILDREN 


"IN SCHOOL (Amer. Lec. Psychology). Pub. date 


Maye'60, about 120 pp.. 24 il. 

Bowers, Warner F._INTERPERSONAL RELA- 
TIONSHIPS IN THE HOSPITAL. Pub. Feb. 60. 
136 pp., $5.00 

Cumings, John M., and Michael Kremer—BIO- 
CHEMICAL ASPECTS OF NEUROLOGICAL 
DISORDERS. Pub. Jan. °60, 240 pp., 39 il., $8.75 
de Martino, Manfred F DREAMS AND PER- 
SONALITY DYNAMICS. Pub. Dec. °59, 400 pp., 
$10.50 


Denber. Herman C. B. -RESEARCH CONFER- 
ENCE ON THERAPEUTIC COMMUNITY. 
Pub. Jan. '60, 288 pp.. 10 il., $11.00 


Drzazga, John. - SEX CRIMES AND THEIR LE- 
GAL ASPECTS (Police Science Series). Pub. date 
Мау 760, about 256 pp. 


Ehrentheil, Оно F., and Walter E. Marchand— 
CLINICAL MEDICINE AND THE PSYCHO- 
TIC PATIENT. Pub. date April 60, 408 pp., 34 il., 
$10.75 

Ewing. 1. R., and А. W. Ewing.-NEW OPPOR- 
TUNITIES FOR DEAF CHILDREN. Pub. date 
Мау 760, about 157 pp., 7 charts 


Featherstone, Robert M., and Alexander Simon — 
A PHARMACOLOGIC APPROACH TO THE 
STUDY OF THE MIND (40 Authorities Con- 
tribute). Pub. Dec. 759, 428 pp., 90 il., $10.75 


Ford, Frank R—DISEASES OF THE NERVOUS 
SYSTEM: In Infancy, Childhood and Adolescence 
(4th Ed.). Pub. Dec. '59, 1568 pp. (6% x 10), 176 
il.. $29.50 


Gallagher. James J—THE TUTORING OF 
BRAIN-INJURED MENTALLY RETARDED 
CHILDREN. Pub. date June 760, about 224 pp.. 
28 il. 

Grinker, Roy R., Paul C. Bucy, and Adolph L. Sahs— 
NEUROLOGY (5th Ed.). Pub. date Dec. 759, 1408 
pp. (6% x 10), 455 il., $24.50 

Haessler. F. Herbert—EYE SIGNS IN GENERAL 
DISEASE. Pub. date May 60, about 248 pp., 6 il. 


Harrower, Molly, Pauline Vorhaus, Melvin Roman, 
and Gerald Bauman—CREATIVE VARIATIONS 
IN THE PROJECTIVE TECHNIQUES (Amer. 
Lec. Psychology). Pub. May '60, 160 pp., 32 il., $8.50 
Hermann, Knud—READING DISABILITIES: А 
Study of Word Blindness and Related Handicaps. 
Pub. Jan. '60, 184 pp., 31 il., $5.50 


Isbister, Claire——-wWHAT IS YOUR PROBLEM, 
MOTHER? Pub. date June 60, about 222 pp., 12 il. 
Jefferson, Sir Geoflrey -SELECTED PAPERS. 
Pub. date June `60, about 564 pp., 69 il. 

Jones, Morris Val—BABY TALK. Pub. date May 
'60, 104 pp., 9 il., $4.50 9 


Jones, Richard M.—AN APPLICATION OF PSY- 
CHOANALYSIS TO EDUCATION (Amer. Lec. 
Psychology). Pub. date Мау '60, about 123 pp. 
Kalmus. H.. and S. J. Hubbard — THE CHEMICAL 
SENSES IN HEALTH AND DISEASE (Amer. 
Lec. Living Chemistry). Pub. date Мау '60, 104 epp.. 
10 il., $3.75 

Krafft-Ebing, Richard von—ABBERATIONS IN 
SEXUAL LIFE. Pub. date May '60, about 240 pp. 


LaFia, D. J. -.NEUROLOGY SIMPLIFIED: А 
Practical Approach to the Early Diagnosis and 
Treatment of Neurologic Diseases Written Especially 
for General Practitioners and Students. Pub. date 
Мау '60, 196 pp., 31 il., $6.75 

Lim, Robert К. S. Chan-Nao Liu and Robert L. 
Mofitt—A STEREOTAXIC ATLAS OF THE 
DOG'S BRAIN. Pub. Feb. '60, 102 pp. (8% x 11), 
192 il., $9.25 

Meares, Ainslie—SHAPES OF SANITY: A Study 
in the Therapeutic Use of Modeling in the Waking 
and Hypnotic State. Pub. Dec. `59, 480 pp.. 194 il., 
$13.50 

Mecham, Merlin J., Martin J. Berko and Frances G. 


Berko SPEECH THERAPY IN CEREBRAL 
PALSY (Amer. Lec. Speech and Hearing). Pub. 
date June `60, about 360 pp. 


Mendelson, Myer—PSYCHOANALYTIC CON- 
CEPTS OF DEPRESSION. Pub. date May ^60, 
about 176 pp. 

Oester, Y. T., and John H. Mayer. Jr—MOTOR 
EXAMINATION OF PERIPHERAL NERVE 
INJURIES. Pub. June 760, about 96 рр. (7 x 10), 
125 il. 

Pittman, David J.—ALCOHOLISM: Ап Interdis- 
ciplinary Approach (16 Expert Contributors). Pub. 
Nov. '59, 114 pp., $3.75 

Quastel, J. H., and David M. J. Quastel—CHEMIS- 
TRY OF BRAIN METABOLISM IN HEALTH 
AND DISEASE (Amer. Lec. Living Chemistry). 
Pub. date June '60, about 144 рр. 


Sarwer-Foner, G. J. 6' HE DYNAMICS OF PSY- 
CHIATRIC DRUG THERAPY (Authoritative 
Contributions by 38 Authors). Pub. Мау 760, 648 
рр., 21 il., $16.00 


Scheffler, Israel -THE LANGUAGE OF EDUCA- 
TION (Amer. Lec. Philosophy). Pub. date June '60, 
about 108 pp. 


Schneck, Jerome—A HISTORY OF PSYCHIA- 
TRY. Pub. May '60, 204 pp.. 5 il., $5.50 

Spurling. К. Glen PRACTICAL NEUROLOGI- 
CAL DIAGNOSIS (6th Ed.). Pub. Feb. '60, 304 
рр., 70 il. $6.75 

Tanner, J. M.-STRESS AND PSYCHIATRIC 
DISORDERS. Pub. date June ‘60, about 146 pp.. 
19 tables, 9 il. 


Towbin, Abraham—THE PATHOLOGY OF 


CEREBRAL PALSY: The Causes and Underlying ` 


Nature of the Disorder. Pub. date June '60, about 
240 pp., 69 il. 

Tower, Donald B.—NEUROCHEMISTRY OF 
EPILEPSY: Seizure Mechanisms and Their Man- 
agement (Amer. Lec. Living Chemistry). Pub. May 
60, 348 pp., 30 il., $9.00 
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removes the bars between patient and psychiatrist 
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YI lafon helps avoid apathy of sedation 


perphenazine 


controls tension while maintaining a clear sensomum 





д 


А rilafon helps the psychofic - 


perphenazine 





unction more effectively—shortens hospitalization’ 


a EJ 
vespasive psychotic patients on TRILAFON exhibit *... dramatic gaining of insight and 
ippropriate judgement...clarity of thought and a clear understanding. ...”? 

LÀ 
vvailable as Tablets, Injection, Liquid Concentrate. Consult Schering literature for indications, dosage and 
dministration, precautions and contraindications. 


.eferences: (1) Ayd, Е. J., Jr.: New England J. Med. 261:172, 1959. (2) Morgan, D. R., and van Leent, J. P: M. J. Australia 45:696, 1958. 
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in depression... positive and invaluable therapeutic results, but 


PLEASE Do nor prescrise Сато on | 


pheniprazine hydrachloride 


UNLESS = = = the cautions and provisions for the use of this drug can be consistently applied to the manzgem 
of your patients. С) We make this request now because our surveys indicate that in approximately 50 per cent of patients, 
prescribed dosage of CATRON is higher than recommended, or prescriptions are not limited to amounts small enough te 
insure frequent return of the patient for observation. Also, in some instances, therapy was unduly prolonged. Г] CATRON 
has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But because of the nature of МАО 
inhibitor therapy, your attention is directed to the extensive and useful instructions prominently displayed in our literature on 


CATRON, and repeated below. 


HOW TO USE CATRON: CATRON is a monoamine oxidase 
(MAO) inhibitor useful in the treatment of depression and 
of other disorders indicated below. It is recommended for 
use in carefully selected cases and in those patients who 
have not responded to the milder drugs. 
ADMINISTRATION AND DOSAGE: Dosage of CATRON must be 
individualized according to each patient’s response. The 
initial daily dose should not exceed 12 mg. and should be 
reduced as soon as the desired clinical effect is obtained. 
A single daily dose in the morning is recommended. A con- 
tinuous or interrupted schedule may be used, the latter 
during the maintenance period. 
DEPRESSION (Endogenous, Reactive, Postpartum, Involu- 
tional, and Depression Secondary to Schizophrenic or Neu- 
rotic Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then re- 
duced to 6 mg. daily. As improvement continues, mainte- 
nance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term therapy. 
ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of 
pain and elevation of mood may be dramatic. Victims of 
angina pectoris who respond in this manner should be cau- 
per against overexertion induced by their sense of well- 
eing. 
RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely 
disabling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reduc- 
ing further to 3 mg. daily on signs of improvement. If a 
conventional antiarthritic agent is used, lower doses of each 
are indicated. 
CAUTION: Certain circumstances should be watched care- 
fully when using CATRON. 
DRUG POTENTIATION—The list of drugs which CATRON po- 
tentiates is not yet complete. Hence, caution should be 
exercised when combining CATRON with any other drugs 
such as tranquilizers, phenothiazines, the amphetamines, 
barbiturates, and hypotensive agents. 
HYPOTENSIVE EFFECT—Patients receiving CATRON, but espe- 
cially elderly and hypertensive patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit con- 
tinuation of therapy. 
VISUAL DISTURBANCES—A reversible red-green color defect 
has been reported in a few patients, chiefly hypertensives, 
on extended therapy with CATRON. Discontinue the drug if 
such changes occur. In a few instances, at unusually high 
dosage, or where the drug was administered following color 
disturbances, diminished visual acuity occurred which may 
be partially irreversible, 
ANIMALS, NEUROLOGIC SIGNS—In toxicity studies with ani- 
mals a neurologic syndrome has been observed, character- 
ized by tremors, muscle rigidity and difficulty in locomotion. 
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Animals displaying this visible neurologic syndrome af:er 
prolonged parenteral administration usually disclosed а 
neurologic lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessaticn of the 
drug. No lesions were found after oral administration. Al- 
though extensive clinical experience has not shown such 7e- 
actions to be a problem in humans in recommended dosage, 
should a similar neurologic disturbance occur, the possibil- 
ity of drug action should be considered. 1 
SIDE EFFECTS — Major side effects requiring cessation of 
therapy are infrequent. Other side effects—constipa-ion, de- 
lay in starting micturition, increased sweating, hyper-eflexia, 
ankle edema, blurring of vision, dryness of the mouth—ere 
usually readily controlled by lowering the dosage. Rash, ob- 
served in a few patients, cleared up rapidly upon discon- 
er therapy. 
WARNING: Although pharmacologic evidence indicates that 
CATRON has a selectivity for the brain, it, as well as other 
monoamine oxidase inhibitors, may cause hepatitis. Because 
of the possibility of this life-threatening hepatitis, and of 
other effects discussed above, the following recommenda- 
tions and precautions should be observed. If necessary, the 
patient should be hospitalized to expedite adher2nce to 
this regimen. | 
The Following Precautions Are Recommended: | 
1. Do not use the drug in patients with a history of viral 
hepatitis or other liver abnormalities. 
2. Perform regular liver function tests. 
3. In all instances daily dose should not exceed 12 mg. 
4. Reduce daily dose as soon as response is established, 
usually in a matter of 1 to 2 weeks. 
5. Do not prescribe to a patient more than sixteen 6 mg. 
tablets or thirty-two 3 mg. tablets of CATRON at ome time. : 
6. Patient should return for observation before acditiomal 
CATRON is prescribed. For this reason, prescriptions tor 
CATRON should be marked, “Not refillable.” 
SUPPLIED: CATRON is the original brand of pheniprazine hyd-o- 
chloride. It is supplied in tablets of 3 mg. and 6 mg., bottl2s of 50. 
BIBLIOGRAPHY:(1) Agin, Н. V.: The Use of JB-516 (CATRON) in Psychiatry, 
Conference on Жн. Oxidase a New York Academy of Sci- 
ences, Nov. 20-22, 1958. (2) Bercel, М. A.: Pharmacologic Approach 
to the Study of the. Mind, Springfield, Ill., Charles C heme, 1959, 
p. 331. (3! Kinross-Wright, J.: Panel Discussion yd Psychic Erergizers, 
ibid. (4) Kinross-Wright, J.: Experience with JB-516 (CATRON) and Other 
Psychochemicals in Clinical Practice, Conference on Amine Oxidase 
аки New York Academy of Sciences, Nov. 20-22, 1958. (5) Ногйа, 
A., and Parker, К. G.: Comparison of Monoamine Oxidase nhibitory 
Effects of Iproniazid and Its Е. Congener, Proc. Soc. Ехэег. B 
& Med. 99:617, 1958. (6) Horita de un Pr Геп, A 
Monoamine Oxidase Inhibitor, Fed. Proc. 17 (7) Horita 2... 
The Pharmacology of the Monoamine Oxidase Inhibitors, in A Pha 
cologic Approach № m" Study of the Mind, Springfield, I., Charles С 
Thomas, 1959, p. (8) Kennamer, R., and Prinzmetal, M.: Treat- 
ment of Angina Pectoris with CATRON (B. 516), Am. J. Cardicl. 3: 542, 
1959. (9) Scherbel, А. L., and Harrison, J. W.: The Effects of Iproniazid 
and Some Other Amine Oxidase Inhibitors in Rheumatoid Arthritis, Cen- 


ference on Amine Oxidase Inhibitors, New York Academy of Sciences, 
Nov. 20-22, 1958. 


Lakeside Laboratories, Inc • Milwaukee 1, Wisconsin 
649608 
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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as f 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patients responsiveness. Complete literature 
giving dosage. side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. H. Azima, Н. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 5. L. Alexander and S. В. 
Lipsett, Dis. Nerv. System, 20:( Suppl.), 26, 1959. 6. Н. Е. Darling, Am. J. Psychiat., 
116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80: ( Art. З), 820, 1959. 8. L. О. Randall and К. E. Bagdon, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Dis. 
Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. О. Randall and В. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Mover, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic Citv, N. J., June 6, 1959. 23. S. L. Cole, ibid. 24. I. 
Kimbell, Jr., paper read at Cooperative Chemotherapy Studies in Psychiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, Mav 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 
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need. not hinder therapy 


EQUANIL subtly encourages acceptance of therapy in many patients suffering mild and mod- 
erate neuroses. By relaxing mind and muscle—without impairing mental and physical acuity 
-—1t helps you help patients toward new insights. Very often, EQUANIL permits patients to 
return to normal day-to-day activities while undergoing therapy. 


EQUANIL is predictable in its actions. The 
efficacy of EQUANIL is thoroughly documented 
in hundreds of published clinical studies. 
Side-reactions are rargly encountered. 
Although rare, allergic reactions may occur; 
dosage and q uantity prescribed should be care- 
fully supervised. For further information on 
prescribing and administering EQUANIL see de- 
sermptive literature, available on request. 
Wyeth Laboratories. Philadelphia 1, Pa. 
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A Century 


Meprobamate, of Ser ice 
Wyeth to Medicine 





brand of biperiden 


PARKINSON'S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred visior). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


* 
. KNOLL PHARMACEUTICAL COMPANY  Q9,&^juXSE Е 


(formerly Bilhuber-Knoll Corp.) 
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Torani! № depression 


brand of imipramine HCI 


` 


. In the treatment of depression lights the road to recovery 
Tofrafiil has established the 


remarkable record of producing in 80 per cent of cases 
remission ог improvement in 
approximately 80 per cent of cases.!-7 


Tofranil is well tolerated in 
usage—is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular routes. 


Tofranil... a potent thymoleptic 

. not a MAO inhibitor. Does act 
effectively i in all types of depression 
regardless of severity or chronicity. 


Does not inhibit monoamine oxidase 
in brain or liver: produce CNS 
stimulation; or potentiate other 
drugs such as barbiturates 

and alcohol. 


Detailed Literature Available 
on Request. 


Tofranil® (brand of imipramine НСІ), tablets 
of 25 mg., bottles of 100. Ampuls for 
intramuscular administration only, each 
containing 25 mg. in 2 cc. of solution, 

cartons of 10 and 50. 


References 1. Ayd. nd 44: : Bull. School 
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 Muller(27) has remarked that the he- 
redity-environment controversy is an ех- 
cellent example of wishful thinking by two 
sets of fanatical opponents, both of whom 
ought to know better. Neel and Schull(28) 
comment that the problem has often been 
approached with more bias than per- 
spicacity, and that there is a tendency to 
overemphasize the material with which the 
observer is, familiar. Continuing lack of 
certain knowledge concerning the etiology 
of most common forms of mental disorder 
is often compensated by strong emotional 
convictions and dogmatic assertions. It 
is the purpose of the present paper to 
examine critically certain hypotheses as to 
the role of genetic factors in the causation 
of schizophrenia. 

It is well established that profound dif- 
ferences in human structure and function 
may result from either predominantly ge- 
netic endowment or environmental influ- 
ences (particularly when the latter act dur- 
ing early stages in maturation). It is per- 
haps less generally recognized that very 


‚ similar forms of abnormality may arise from 
‘different modes of inheritance, or from 


predominantly environmental experiences 
(either biological or psychosocial in na- 
ture). The significance of genetics in psy- 
chiatry is most clearly seen when rare 
hereditary traits are examined, such as 
Hentington’s chorea or phenylketonuria, 
and the influence of heredity in the cau- 
sation of the common mental illnesses is 
much more obscure(30). However, there 
is widespread agreement concerning the 
role of genetic factors in the determination 
of intelligence and mental deficiency ( oligo- 


‚ phrenia ). 


In spite of certain difficulties in definition 
and precise measurement, it is generally 
accepted that intelligence has a continuous 
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frequency distribution in the populftion | 
that corresponds closely with the normal-or - 
Gaussian curve. This quantizative vaciàtion 
has heritable and non-heritable determi- 
nants, the former being attributed to poly- 
genes that are considered respoasiLble for 
x 90 to 75% of the total var-ability(3, 

33). The bulk of high-grade mental de- 
ficiency (associated with an Intell:gence 
Quotient greater than about 50, and largely 
unaccompanied by gross brain petholagy ), 
corresponds with the lower end cf the 
normal frequency distribution of intelli- 
gence. The bulk of low-grade mental de- 
ficiency, on the other hand, consists of a 
variety. of clinical entties, commonly as- 
sociated with gross brain pathology, at- 
tributable in some instances to environ- 
mental agencies (e.g., anoxia, trauma ог 
infection) and in others to maor genes: 
(eg., simple recessive inheritance in am- 
aurotic idiocy, phenylketonuria, true mi- 
crocephaly and gargoylism). 

The importance: of genetic factors in the 
etiology of other degeneraticns of the cen- 
tral nervous system is well recognizec (36). 
However, with the single exception of the 
organic psychosis associated with Hunting- 
tons chorea, which is transmitted Ъу a 
single dominant gene (31, 32), the role 
of genetic factors in psychiatric disorders 
having their clinical onset during adult 
life is.far less accurately established. 

It has long been known that “functional” 
psychoses, psychoneuroses and other de- 
viations of personality and behavior may 
be found in much highe- frequencies among 
the relatives of affected individua.s than in 
the population at large. Such int-afamilial 
concentration, however, has been уат:сла у 
attributed to three different types of cau- 
sation :—(a) similar genetic predisposition, 
(b) direct non-genetic transmissicn cf dis- 
ease-producing agents or experiences, (c) 
the sharing of similar &xposures in a patho- 
genic environment. 

In order to examine gene-ic hypotheses 
of causation, two main approacaes have 


? 
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been adopted, either separately or in con- 


„{ипсНоп: 1. The investigation of twins 


including at least one affected member, 
2. The estimation of frequencies of ab- 
normality in various classes of relatives. 


Much more extensive data of both kinds 


are'evailable on schizophrenia than on any 


_-other form of "functional" psychiatric dis- 
order, due probably to two special sets of 


circumstances : 1. À presumed high degree 
of ascertainment, such cases tending to 
manifest severe and persistent signs of ab- 
normality, which have traditionally led to 
admission to mental institutions, 2. The 
relatively high frequency of this diagnosis 
among both admissions and total popu- 
lation of such institutions (approximately 
502 of the latter, due to early onset and 
tendency to chronicity ). 


STUDIES ON TWINS 


The genetic studies best known to psy- 
chiatrists in this country are probably those 
attempting to compare frequencies of schiz- 
ophrenia in monozygotic and dizygotic 
cotwins of individuals diagnosed as schizo- 
phrenic. Theoretically, differences in the 
frequencies of concordance between the 
two types of twins might be expected to 
provide an accurate measurement of rela- 
tive contributions of genetic and environ- 
mental factors, but there are a number of 
serious methodological difficulties which 
will be discussed below. 

‘A rough index of the proportion of 
phenotype variance attributable to "hered- 
if У obtained from the following formula 

28) :— 

_ CMZ—-CDZ 


= 100-CDZ  ' 


where CMZ and CDZ are the percentages 
of concordant MZ and DZ twins respective- 
ly. The results of applying this formula 
to data recorded by 5 investigators and 
tabulated by ,Kallmann (1953) are shown 
in Table 1, from which we might be 
tempted to conclude that the contribution 
of genetic factors in the development of 
schizophrenia is slightly higher than in the 


MM ша of intelligence. 


It should be emphasized, however, that 
the validity of these studies is open to the 
following serious doubts(28, 42). 
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1. The diagnosis of schizophrenia is not 
made by objective laboratory tests, but on 
the basis of clinical criteria that vary some- 
what from one psychiatrist to another. Data 
recorded by Elkind and Doering and re- 
produced by Gruenberg(16) show a dis- 
crepancy of approximately 30% between 
diagnoses of schizophrenia (and other 
psychiatric disorders) made on the same 
individuals at Boston Psychopathic Hospital 
and various Massachusetts State Hospitals. 
It is to be hoped that there has been some 
improvement in uniformity of psychiatric 
diagnoses during the past 30 years, but 
Bóók(2) suggests that some of Kallmann's 
recorded cases of schizophrenia would not 
have been diagnosed as such by European 
psychiatrists. Moreover, the problem of 
unconscious bias is introduced when the 
diagnosis of one twin is made with full 
knowledge of the status (and presumably 
diagnosis) of the twin partner. This is 
true whether diagnoses are made by the 
investigator at the time of entry of propositi 
into the study, or revised after some years 
of observation as in a number of Kallmann's 
cases. 

2. The diagnosis of zygosity. Using mod- 
ern serological techniques to investigate 
twins and other close relatives (preferably 
both parents and siblings), it is possible to 
arrive at accurate probability statements 
as to zygosity (28). It is not yet established 
how closely the results of traditional meth- 
ods of zygosity determination correspond 
with those of the more sophisticated sero- 
logical techniques. However, Walker and 
Reid(42) made the following comments 
regarding Slater’s(38) scrupulously docu- 
mented study of psychotic and neurotic 
illnesses in twins : 


... The differentiation between uniovular 
and binovular twins was based, in part, on 
similarity or history of similarity, and, in part, 
on anthropometric measurements such as dig- 
ital patterns, height, hair color, eye color, and 


skull measurements. Unless the report is exam- ` 


ined critically, the reader may fail to notice 
the large proportion of instances where tbe 
diagnosis of zygosity was based only on the 
first criterion—sometimes on photographs or 
hearsay, both cf which can be misleading. 


This is illustrated by the fact that of the true: 


total of 61 uniovular twins there were 26 pairs 
for whom no fingerprints were available ; these 


A~ 
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TABLE 1 
ESTIMATED CONCORDANCE RATES IN MONOZYGOTIC AND " 
Drzvcoric COTWINS OF 
SCHIZOPHRENICS (83) 
= anm 
Apparent | Number | Estimated = 
Investigator Zygosity of Concordance нс МЕ-СЬЕ _ 
of Twins Pairs Rate Percent 100-CDz 
MZ 91 66.6 
Luxenburger, 1930 S DZ G0 3.3 | 0.655 
М7. 41 67.0 
Rosanoff, 1934 ) DZ 101 10.0 0.633 
" § MZ T 71.4 
Essen-Möller, 1941 1 DZ 94 167 | 0.657 
MZ 41 76.3 1 
Slater, 1953 l DZ 1 15 14.4 { 0.723 
MZ 268 86.9 1 E 
.Kalimann, 1953 1 DZ 685 145 § 0.839 





(a) Modified after Kallmann (1953), Table 14, Page 145. 


are all designated “P Uniovular.” In any case, 
to base a diagnosis of zygosity on the derma- 
toglyphics of fingerprints alone (disregarding 
palmar and plantar configurations) is open 
to question. 


Walker and Reid also pointed out that 
in a number of instances the verdict of an 
objective criterion such as fingerprints was 
ignored, and they cite two specific cases 
(involving three propositi, all classified 
as uniovular and concordant for schizo- 
phrenia) in which they regarded zygosity 
as definitely misdiagnosed. 

3. А further point raised by these re- 
viewers concerned the procedure of count- 
ing twin pairs twice wherever a pair 
contains two propositi. 'This procedure has 
been used by both Slater and Kaltmann 
and is considered appropriate, provided the 
abnormal individuals have been detected 

. independently of one another (which may 
be difficult to judge in certain cases). 

A number of potentially serious sources 
of bias in twin studies have been discussed 
in some detail by Neel and Schull(28), and 
may be grouped as follows : 

^ 4. Unequal probabilities of ascertainment 
tof the two classes of twins. 

5. Biological biases with prenatal or 


natal onset (natal factors, lateral inversions, 
and the effects of mutual circulation). 

6. Biases of postnatal onset (due to great- 
er environmental similarities for MZ than 
DZ twins). 

In view of all the preceding difficulties, 
it must be concluded that the results of 
twin studies hitherto conducted leave con- 
siderable doubt concerning the precise con- 
tribution of genetic factors in the etiology 
of schizophrenia. An attempt will now be 
made to examine the evidence derived 
from recorded frequencies of schizophrenia 
in the relatives of schizophrenics. 


THEORETICAL AND RECORDED FREQUENCIES 
OF SCHIZOPHRENIA IN RELATIVES OF 
SCHIZOPHRENICS 


By combining data obtained in the course 
of his own extensive longitudinal study 
with those recorded in 19 other Eurcpean 
investigations, Fremming(11) estimated the 
lifelong expectation of schizophrenia in the 
general population as 0.80 + 9.08%, a 
figure which has found wide accep-ance 
both in Europe and North Americz. (Rates 
in the two sexes did not differ significant} 
On the basis of this estimate, the theo- 
retical expectancy of schizophrenia mzy be 
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TABLE 2 | | E 
° THEORETICAL ExPECTANCIES OF SCHIZOPHRENIA, Ir INHERITED THROUGH 
CoMPLETELY DoMINANT OR RECESSIVE AUTOSOMAL GENES, AND 
| FREQUENCIES RECORDED BY VARIOUS INVESTIGATORS 
Sp x . 
i^ Category Theoretical Expectancy Frequencies Recorded 
if Inberited Through ( Corrected for Age) 
Completely Completely with Standard Errors 
5 Dominant Recessive 
Gene Gene 
General population —— —— . 0.008 = 0.0008 (Fremming, 1951) 
Children of first cousins 0.008 0.013 0.011 (quoted by Slater, 1958) 
Relatives of schizophrenics (8) РҮ у 
| (0.093 + 0.008 (Kallmann, 1950; 
аа 9:508 0.089 | 19.041 = 0.011 (Slater, 1953) 
Children :b) 0.503 0.089 0.164 x: 0.013 (Kallmann, 1938) 
Child Е | 0.634 = 0.075 (Kallmann, 1938) 
о 0.751 1.000 {0.454 = 0.063 (Schulz, 1940) 
PERDRE eee 0.392 + 0.130 (Elsässer, 1952) 
x 0.142 + 0.008 (Kallmann, 19501 
Full siblings Vsus 0.297 | 10054 = 0:009 (Slater. 1953) 
DZ cotwins 0.503 0.997 0.003 to 0.167 
' | | | See Table 1 
MZ cotwins 1.000 1.000 0.666 to 0.862 
Half siblings 0.256 0.152 0.071 = 0.029 (Kallmann, 1950) 
Nephews & nieces 0.252, 0.047 0.039 (quoted by Kallmann, 1946) 
First cousins 0.133 0.028 0.026 (quoted by Kallmann, 1946) 


(2) Ascertained through affected individuals. 
(b) Children of either one or two schizophrenics. 
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those associated with complete dominance. 

Under the hypothesis of simple reces- 
sivity, the theoretical expectation of schizo- 
phrenia in MZ cotwins, and in the children 
of two schizophrenics, is 100%, whereas 
recortled estimates (corrected for age) are 
considerably lower. Kallmann(19, 20, 21, 
92) has long maintained that the poten- 
tiality for schizophrenia is inherited as a. 
simple recessive unit characteristic with 
incomplete penetrance and expressivity, de- 
termined by “a genetically non-specific 
constitutional defense mechanism” (poly- 


calculated for different classes of relative, 
under various hypothetical modes of genetic 
transmission (involving varying gene fre- 
quencies and rates of manifestation in 
homozygotes and/or heterozygotes). 
Theoretical expectancies in relatives, un- 
der the alternative hypotheses of simple 
monohybrid autosomal dominance or re- 
cessivity (each with complete penetrance 
and expressivity) are shown in Table 2, 
together with the actual estimates recorded 
by various investigators. It is evident that 
the latter dc not conform with the theo- 


е expectancies Sunder either of these 


Miple hypotheses, but they appear closer 
to the expectancies associated with the 
hypothesis o? complete recessivity than to 


genic in nature). He cites as evidence the 
distribution of the trait in affected families 
and also an excess of consanguineous тате 
riages among the parents of schizophrenics 





(approximately 5% of his American index 
cases being offspring of consanguineous 
matings ). о 

Bó6k(2), however, points out that under 
this hypothesis the frequency in children 
sheuld not be higher than in siblings, and 
the risk in siblings with one schizophrenic 
parent should be higher than in those with 
two normal parents (not found by Kall- 
mann). He also argues that it would be 
necessary to assume an assortative mating 
of 94%, and that the high rate of con- 
sanguinity would not be expected for a 
genetic trait with a frequency as high as 
nearly 1%. 

During the course of his own extensive 
and careful study of a North Swedish 
isolate, Böök recorded the following es- 
timates of morbid risks: population 3$, 
parents 1%, ‘siblings of propositi of two 
non-schizophr enic parents 9%, and siblings 
of propositi of one schizophrenic and one 
non-schizophrenic parent 19%. He examined 
three alternative monohybrid genetic hy- 
potneses, involving 1. Recessivity with vari- 
able penetrance in the homozygote, 2. Par- 
tial dominance with equal variable pene- 
trance in heterozygote and homozygote, 3. 
Partial dominance with variable penetrance 
іп the heterozygote and 100% penetrance in 
the homozygote. From his analysis he con- 
cluded that “the type of schizophrenia 
prevalent in the investigation area was 
due primarily to a major simple dominant 
gene with a heterozygous penetrance of 
about 20% and a homozygous penetrance of 
about 100%. The frequency of the gene in 
the population was estimated at about 7%.” 

The present writer, however, considers 
that Bodk’s three formulae for morbid 
risks of schizophrenia in parents of schizo- 
phrenics are incorrect (and hence also the 
estimates of gene frequency he derived from 
them, and applied in computing morbid 
risks in siblings). In each instance the 


formulae he presented as “frequency of 


affected individuals among parents of schiz- 
ophrenics" appear to be in fact the a priori 
expectancies of affected children from all 
matings capable of producing affected off- 
i ing. Observed frequencies in parents of 


fel x -zophri enics are, however, obtained a` 


„’ posteriori through their affected offspring, 


x 


е 


N 


and it therefore appears appropriate to 
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derive the relevant theoretical expecfancies 
by means of Bayes' theorem. If this is done, т 
is may be shown that these a posteriori 
expectancies in the parents of affected in- 
dividuals are in fact identical wich the a 
priori expectancies in the children of thescese 
same affected persons. The followingf is 
a general statement of the relevan- ex-. 
pectancies for the case of two alleles’ A ` 
and a having frequencies p and q (— ip) 
respectively :— | 

The probabilities (expectancies) oz the 
various genotypes in parents and children 
of an AA individual are p (AA) : q (Аа): 
О (aa), the probabilities in parents and 
children of an Аа individual are 4p (АА) : 
# (Aa) : Eq (aa), and Ње probabilities 
in parents and. children of an aa individual 
are О (AA).: p (Aa) : д (aa). It may also 
be shown that phenotypic expectancies are 
the same in parents and children of given 
individuals, regardless cf considerations of 
dominance and penetrance. 

It is now proposed to examine briefly 
certain expected frequencies of schizo- 
phrenia in relatives of schizophrenics, un- 
der three hypotheses involving variable 


‘gates of manifestation in heterozygote 


and/or homozygote. For this purpose, the 
existence of a Hardy-Weinberg equilibrium 
is assumed (but will be discussed sub- 

sequently). In each situation the normal 
gene has been designated as A, cccurring 
with frequency p in the population, and the 
gene assumed responsible for schizophrenia 
as a, with frequency q (= 1-р). The rate 
of manifestation (under the conditions: 
specified for each hypothesis) has been 
recorded as m, each numerical value of 
which is associated with a single numerical 
value for q. The frequency of schizophrenia 
in the population (= s) is assumed through- 
out to be 0.008. 

Hypothesis А. Simple recessivity with in- 
complete manifestation (m) in отолу gote. 

(Table 3, Figure 1) 

Three of the 4 phenotypes will 52 normal 
(АА, Aa, aa,) and the remaining one 
schizophrenic (аа). Phenotypic frequen- 
cies in the population will be p? (АА): 2 pq 
(Аа) : (1-m)q? (aa,* : mq? (azm). 


of schizophrenia. in- relatives. of schizo- 
phrenics are listed in Table 3, and those 


Formulae for the theoretical exóscta Nest" 
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for p&rents, children and siblings are de- 


> E graphically in Figure 1 (according ` 


o gene frequency and rate of manifesta- 
tion). It may be noted that expectancies 
for siblings are higher than those for 
eeparents and children (of one or two schizo- 
ph¥gnics) for all values of m and q, the 
.latter being contrary to recorded findings 
(Fable 2). 
Hypothesis B. Partial dominance with com- 
рае manifestation т homozygote but in- 
complete manifestation (m) in heterozy- 
gote. (Table 4, Figure 2). 

Two of the 4 phenotypes will be normal 
(АА, Аа„) and the other two schizophrenic 
(Aag, aa). Phenotypic frequencies in the 
population will be p? (AA) : (1-m)2pq 
(Аа,) : 2mpq (Aam) : а? (aa). 

This was the third hypothesis examined 
by Bóók in generating theoretical expect- 
ancies for different classes of siblings, and 
the one with which he considered his data 
corresponded most closely. However, at- 

. tention may be drawn to what appears to be 
a minor error in Table 39 on page 89 of his 


Fic. 1 
Theoretical Expectoncies of Schizophrenia under Hypothesis A 


Manifestation Rote in Homozgote (=m) 
10 05 O2 0.1 0.05 


1. Children of Iwo schizophrenics 

2. Siblings {02 cotwins) 

3. Parents, ond children (of one or 
{wo schizophrenics ) 


Theorticol Expectancy of Schizophrenia 





O .089 .20 .30 .40 ‚50 
Gene Frequency {= а) 


article. It is suggested that the expected 


frequency of affected children from his 
fifth type of mating (ОВ, X ОБК.) should 
be d?r?p? + 2 d?r?p3 (the final exponent 


TABLE 3 


THEORETICAL EXPECTANCIES OF SCHIZOPHRENIA UNDER HYPOTHESIS А: 
MONOHYBRID AUTOSOMAL RECESSIVITY, WITH INCOMPLETE MANIFESTATION 
IN Homozycous INDIVIDUALS 


Category | Theoretical Expectancy 
of Schizophreniala) 
General population mq? = $=0.008 
Children of first cousins ts (mg+15s) 


‘Relatives of schizophrenics (>) 


Parents, and a 

Children (©) q 

Children of two schizophrenics m 

Full siblings, and me p 
DZ cotwins (2-q)? 

MZ cotwins Not less than m 
Half siblings X(E +s) 

First cousins # (та + 3s) 


(а) Where $ is the frequancy of schizophrenia їп the general population (20.008), q is the frequency of the 
ne assumed responsible for schizophrenia, and m is the manifestation rate of кишер in persons 


homozygous for this gene. ‚ 
(b) Ascertained through affected individuals. e “м 
(с) Children of either one or two schizophrenics. “ч 


^ > | Pa 
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Е . ; t 
is made, the total affected children from all theoretical Expectoncies of Schizophrenia under Hypothasis B ө 
matings reduces to the anticipated value (modified after Slater ,.1958) 
of d? + 2dp(1-d), which is simply the Monifestction Rote in Heterozgote (sm) 


| uas IO 02 Ol O. | 
expectancy of schizophrenia in the general 05 S 


population {according to Bóók's notation). "T 
Although formulae obtained by this M An 
method are equivalent to those derived by 0.8 pues 
Slater(38) under the same hypothesis, the 
latter author used a simplified approach on 
which Table 4 and Figure 2 have been 
based. In these theoretical expectancies, h is 
the proportion of schizophrenics who would 
be homozygous, given a certain manifesta- 
tion rate and associated gene frequency. 
In the symbols of the present study 
h—q?/(q?--2mpq ) =92/з=42/0.008. 

Slater cited several recorded frequencies 
in children and siblings of schizophrenics, 
that roughly corresponded with theoretical a PY c Gar cae 
expectancies (under this hypothesis) asso- Gene Frequency (=q) 


0.6 
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Theoretical Expectancy of Schizophrenia 
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TABLE 4 


THEORETICAL EXPECTANCIES OF SCHIZOPHRENIA ОмрЕв Hypornksis В: 
MONOHYBRID AUTOSOMAL DOMINANCE WrrH COMPLETE - 
Homozycous MANIFESTATION, BUT INCOMPLETE MANIFESTATION 
i IN HETEROZYGOUS PERSONS 


Category Theoretical Expectancy 
of Schizophreniala b) 
General population q? + 2 mq(1—q) = sz«0.008 
Children of first cousins ts (q+15s) 
Relatives of schizophrenics (©) 
Parents, and | _ 
[ү (d) е Tn) оаа 
Children of two y | 
schioo a %(1 +h) 12m (125) 4- 1 4- hf 
Full siblings, and | | à 
fz о | я f 2m + h + q(2m + h + 1-2mh) -+ q? (1-2m)} = E 
MZ cotwins Not less than h + m(1-h) 
Half siblings 4(E + s) 
First cousins % ia +h) (m 4- q) + (7-h) (s + mq?)} 


Li 


(a)W/here $ is the frequency of schizophrenia in the general population (220.008), q is the frequency of the 
gene assumed responsible for schizophrenia, m is the manifestation rate of schigophrenia in persons hetero- 
zygous for this gene, and h is the proportion of schizophrenics who are homozygous (zq?/s). NU 

S ‘>) The first five formulae correspond with those derived by Slater (1958) under this hypothesis. 
wo а (с) Ascertained through affected individuals. 
d (d) Children of either one or two schizophrenics. 
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GENETIC FACTORS IN SCHIZOPHRENIA » 
ciated* with & heterozygous manifestation Fic. 3 Em m 
erate of about 0.26 and a gene frequency of Theoretical Expectoncies of Schizophrenia under Hypothesis С. 
“Бош: 0.015. However, he found it neces- Manifestation Rote in Heterozgote (=m) 
sary to ignore recorded frequencies in 1005 02 0.1 0.05 
| s 8.0 0:5 0.1 
parents on the grounds that they are “a и т 

eweroup of persons who have been selected — _® 
for wirvival and for health —as indeed are $ т. 

all propositi and relatives who have lived $ г, [Siblings (0-2. cotwins) 

* Ы ° . N . ents, an ren one 
longe enough to develop а schizophrenic 2 НИ а 
psychosis. It rnay also be of interest to note 7 
that under these conditions of manifesta- ғ 
tion. and gene frequency, only 3% of schizo- 2 

а o 
phrenies would be homozygous, and over E 
70% of those having the gene assumed re- =з 
sponsible for schizophrenia would fail to % 
manifest the disease—which might be at- $ 
. А . r- 
tributable to the influence of other modify- - 
ing genes ог to environmental factors or 
both. | | l 004.008 .02 04 06 08 
Hypothesis C. Partial dominance with ho- Gene Frequency (sq) 
TABLE 5 
THEORETICAL EXPECTANCIES OF: SCHIZOPHRENIA UNDER Hypotuesis C: . 
MOoNOHYBRID AUTOSOMAL PARTIAL DOMINANCE, WITA MANIFESTATION RATE IN 
НомохусотЕз DOUBLE THAT IN 
HETEROZYGOUS INDIVIDUALS 
Category Theoretical Expectancy 
of Schizophreniala) 
General population Әта = -sez0.008 
Children of first cousins S 
Relatives of sckizophrenics (0) | 
Parents, and | 
| Сыма (c) lam (1 -- 3q) 
Children of two m(1 +q) 
schizoparenics 
Full siblings, and m(1 + q*) + $(2—а) = E 
DZ cotwins 2+ q(1-q) 
MZ cotwins Not less than m(1 -- а) 
Half siblings R(E + s) 
First cousins tam (1 an 17а +7 Tg?—-q?) 
(а) Where s is the frequeny of В in the general бри ён (<=0.008), q is the frequency of the 
e assumec responsible for schizophrenia, m( <0. 5) is the manifestation rate of schizophrenia in per- 
sons heterozygous for this gene, and 2m( X 1.0) 15 the’ manifestation tate in homozygous individuals. N > 
e 


(b) Ascertained through affected individuals. 
(c) Children of either one or two schizophrenics. 
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mozygous manifestation rate (2m<1-.0) 


double that of heterozygous rate of mani- 
festation (т <0.5). (Table 5, Figure З.) 

The. second: of Bóók's three hypotheses 
concerned the assumption of equal pene- 
trance in both homozygote and heterozy- 
gote. This possibility appears much less 
likely than that of the assumptions just 
considered under hypothesis B. However, 
another plausible hypothesis would appear 
to be that of penetrance (and/or expressiv- 
ity) proportional to the number of patho- 
logical genes present, and this ‘situation 
will now be examined. 

Five’ phenotypes must be considered, 
three .of which will be normal (AA, 
Аа аа,) and two schizophrenic (Aan, 
aan). The phenotypic frequencies in the 
population (for mx 0.5) will be p? (АА): 


(1-m)2pq (Àa,): 2mpq (Aam) : 1-2m)q? 
(aa,) : 2mq? (aan). 


The proportion of schizophrenics that are 


‘homozygous will in this case be equal to 


the gene frequency (q), and it is quite 


convenient to derive theoretical expectan- 


cies by means of Bóók's method of exhaus- 
tive enumeration. The types of mating 
(from which affected offspring arise) are 
in fact identical with those listed in table 
38 on page 88 of his article, but the ex- 
pected frequencies of most matings and 
affected children are somewhat different. 
Theoretical expectancies in relatives are 
recorded in Table 5, and those for parents, 
children and 'siblings depicted graphically 
in Figure 3. In this instance, the expectan- 
cies in siblings are not appreciably different 
from those in parents or children for all 
rates of manifestation (as is the case under 
hypothesis B for relatively high rates of 
manifestation and low gene frequencies). 
However, the lower expectancies in the 
children of two schizophr enic parents under 
hypothesis C result in a poorer fit with 
observed frequencies than that obtained 


under hypothesis B and discussed above. 


CONSANGUINITY, HARDY-WEINBERG 
EQUILIBRIUM, ASSORTATIVE MATING, 
MORTALITY, ‘FERTILITY AND MUTATION 


It was mentioned previously that Kall- 


,mann has cited a high rate (5%) of con- 


^ sangüinity: (unspecified ) between parents 


^ 


“ 


of schizophrenics in support of his’ hypo- 
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thesis of гесеѕѕіуйу—апа that EBó0k* has 


pointed out this would not be expected in , 


a genetic trait with a fr equency of nearly" 
one percent. Ássuming the minimum gene 
frequency (under the hypothesis of reces- 
sivity) to be 0.089, the application of Lenz's 
formula(18) indicates that in fact „Ке 
expected frequency of first-cousin marriage . 
would be no higher than that in the general 
population (which is about 12). Slater (38) 
has also found the expectation of schizo- 
phrenia in the children of first cousins an 
insensitive measure of dominance-reces- 
sivity under hypothesis B (and this expecta- 
tion is the same as that in the general 
population under hypothesis C.). 

The theoretical expectancies presented 
in the previous section are all based on the 
assumption that the conditions for the 
Hardy-Weinberg equilibrium are satisfied, 
these conditions being as follows(28).: 

1. No tendency for like genotypes to mate 
i.e., random mating), and all matings ecual- 
ly fertile. 

2. The absence of selection tor cr against 
any of the genotypes involved. 

З. Stability of the gene (i.e., no muta- 
tion). 

4. Non-overlapping generations. 

5. An infinitely large population. 

However, there is evidence suggesting 
that the first 3 of these criteria are violated 
in the case of schizophrenia. Thus, it has 
þeen established thať people tend to select 


‚ mates of similar intelligence, and there is 


reason to suspect assortative mating in per- , 
sons predisposed to certain forms of mental 
disorder, including schizophrenia(15, 29). 
Moreover, schizophrenics are subject to 
strong negative selection on account of ло 
high mortality and low fertility. The mor- 
tality some years ago was estimated as 
from two to three times that of the cor- 
responding general population(1, 9, 26). 
Data from several further investigations 
indicate that the reproductive fitness of 
schizophrenics is not. greater than 0.70 
(2, 4, 5, 9), due mainly to selection against 
marriage of schizophrenic males, but also 
in at least one study te diminished fertility 
of married schizophrenic females. ' uM 
' In view of the evident selection against 
schizophrenia, there are 'threé possible 
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explanations of its apparently undiminished 
prevalence (£4). 

1. It is not, or some varieties of it are not, 
hereditary. 

2. Outwardly healthv carriers of patho- 


«e logical genes might reproduce at a higher 


ге than normal—a possibility that seems to 
have been excluded by studies on the 
fertility of siblings of schizophrenics(9, 
19). 

3. The pool of pathological genes might 
be constantly augmented by means .of 
mutation. Böök estimated the mutation rate 
in his North Swedish isolate as 5 x 10% 
(or 1 in 200) genes per generation. Es- 
timates of a similar high order.of magnitude 
have been considered generally applicable 
by other authorities(33), and would be 
required by the monohybrid hypotheses 
examined earlier. j 


ALTERNATIVE HYPOTHESES 


Several leading geneticists have remarked 
on the impossibility of forcing the data 
on schizophrenia into a simple Mendelian 
pattern of inheritance(30, 37). The present 
writer is now convinced that, even when 
modified by various degrees of penetrance 
and expressivity, no monogenic hypothesis 
is compatible with all the data recorded. 

Three alternative hypotheses (that are not 
mutually exclusive) may be considered 
briefly : 

l. That schizophrenia is predominantly 
determined by environmental influences. 
There is much more theory than fact 
` relating to this proposition, but a number 
of studies have been made of such objective 
data as parental ages, permanent loss of 
parents, family size, birth order, ordinal 
position and sex of siblings(12, 13, 14). 

2. That the genetic component of the 
schizophrenic syndrome is heterogeneous, 
and includes two or more types, each 
transmitted by different genetic mecha- 
nisms(37). In view of the difficulties in the 
genetic analysis of schizophrenia, detailed 
evidence in support of this hypothesis is 
lacking at the present time, but some in- 
teresting data have ied been presented 


(43 
V LU That at least м of the genetic com- 


ponent of schizophrenia is polygenic in 
nature. In this connection, several asso- 


+ 
а 


ciations appear to exist between schizo- 


phrenia and presumed polygenic systems— 
such as genetic determinants of intelligence, 
resistance to bodily disease, and somatotype. 

It is recognized that individual patients 
with schizophrenia may have very superior 
intelligence, and also that the disease itself 
is apt to be accompanied by marked de- 
terioration in intellectual function. How- 
ever, Terman(40) has shown an association 
between high childhood intelligence and 
low adult rates of mental illness (and also 
mortality). Dewan(6) has demonstrated an 
association between intellectual perform- 
ance at induction, and subsequent psy- 
chiatric discharge from the Canadian army 
Larsson and Sjógren(23) have reported 
an unduly high frequency of concurrent 
oligophrenia and schizophrenia, and dis- 
cussed the possibility of a genetic con- 
nection between these disorders. 

Since intelligence is also related to socio- 


economic status( 40), such a connection be- : 


tween schizophrenia and intelligence would 
be quite compatible with studies indicating 
the frequency of schizophrenia to be in- 
versely related to social class(17). The in- 
creased mortality of mothers during the 


: early childhood of schizophrenics may also 


be associated with the latter relationship to 
social class(13, 14). 

Attention has already been drawn to the 
relatively high mortality recorded in pa- 
tients with schizophrenia. This may be at 
least partly related to impaired resistance 
to tuberculosis(22) and deficient immune 
responses to other infections(7, 41). Evi- 


‚ dence of some association with somatotype 


is extensive, but controversial (22). 

In discussing the testing of complex data 
for agreement with a simple genetic hypo- 
thesis, Neel and Schull point out that 
theré are diseases with a hereditary element 
in whose study one may encounter several 
simultaneous statistical problems, such as 


incomplete penetrance, a variable age of 


onset, and an uncertain degree of ascertain- 
ment (and at the same time also genetic 
heterogeneity). They conclude that there 
are times when the proper genetic analysis 
of a given disease must await certain medi, 
cal advances, and that the student Qf 
human genetics should become familiar 


^ 


„= ай 
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, with the limitations of his approach and the considered : 1. Predomirantly envirommen- 


data with which he works. 

Penrose(30) has enumerated the princi- 
ples of investigation to be applied to the 
particular problem of the genetics of mental 
disgrder, and has rightly concluded that un- 
til these things are done on a large scale 
most of our theories about inheritance of 
psychoses will remain in the realm of specu- 
lation. 


. SUMMARY 


It is generally accepted that intelligence 
in the general population, and high-grade 
mental deficiency, are largely determined 
by the cumulative effects of polygenes. 
Simple Mendelian inheritance is well es- 
tablished as causative of certain forms of 
(usually) low-grade mental deficiency, and 
other degenerations involving the central 
nervous system, including Huntington’s 
chorea. 

There is still considerable doubt con- 
cerning the significance of genetic factors 
in the etiology of “functional” psychiatric 
disorders. Schizophrenia has been exten- 
sively studied by means of twin and family 
data, but the extent and nature of possible 
genetic factors in this syndrome remain 
uncertain, 

Twin studies suggest that heredity may 
be slightly more important in predisposing 
to schizophrenia than in determining in- 
tellizence, but these studies are complicated 
by very serious methodological difficulties, 
some of which have been discussed. 

The frequency of schizophrenia is sig- 
nificantly greater in families of schizo- 
phrenics than in the ‘general population, 
but observed frequencies in different classes 
of relatives do not conform with those 
expected on the basis of simple Mendelian 
dominance or recessivity. . 

Expected frequencies in various classes 
of relatives have been examined under each 
of three hypotheses involving incomplete 
 penetrance and/or expressivity (in homozy- 
gote and/or heterozygote). Data on con- 
sanguinity, assortative mating, mortality 
and fertility have been outlined. 

It has been concluded that no monogenic 

ypothesis is compatible with all the data 
recorded, and three alternatives (that are 
not mutually exclusive) have been briefly 


tal causation, 2.. Genetic heterogeneity, З. 
Polygenic inheritance. ° 

Statistical associations between schizo- 
phrenia and limited intelligence, inferior 
socio-economic status, maternal mortality, 
and immunological or other somatic engr- 


acteristics of schizophrenics, are all c#m- 


patible with the latter hypotheses. 

The data recorded on schizophrenis 'are 
complex and do not conform with any 
simple genetic hypothesis. Pending the 
results of considerable further investigation, 
theories concerning the role of possible 
genetic factors in the development of schiz- 
ophrenia and other “functional” psychiztric 
disorders wil remain in the realm of 
speculation. 
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EVALUATION OF TRANQUILIZING DRUGS IN THE MANAGEMENT 


OF ACUTE MENTAL DISTURBANCE ! 


D. WILFRED ABSE, M.D., W. С. DAHLSTROM, Рн.Ю. 


In 1956, a preliminary report of the pres- 
ent research project? was published(1) 
based on a small group of 36 subjects 
studied over the period of a week. Each 
patient in the study was felt to be in need 
of day-time sedation because of excessive 
tension, anxiety or emotional disturbance 
causing severe personal discomfort or dif- 
ficulties in ward management while hos- 
pitalized for short-term intensive psychi- 
atric treatment. Each was assigned to one 
treatment (reserpine, powdered opium, or 
placebo) on a random basis and given a 
fixed dosage without the patient or staff 
knowing the drug being administered. АП 
medication was dispensed in equal numbers 
of identical capsules such that patients re- 
ceived 2 capsules 4 times daily for the first 
2 days and then 1 capsule q.i.d. for the re- 
mainder of the medication period. This 
provided a tctal daily dose of reserpine of 
8 mg. for the first 2 days, then 4 mg. daily 
and for powdered opium 400 mg. the first 
2 days, then 200 mg. daily. Lactose was 
dispensed in equal numbers of capsules. 
Data from daily nursing checklists, psy- 
chiatric ratings and checklists and psycho- 
logical testing were reported, most of which 
suggested that the patients were all im- 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. | 

2 Department of Psychiatry, University of North 
Carolina, Chapel Hill, N. C. 

3 This study was carried out under U.S.P.H. Grant 
Number MY-1870. 
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e 
proving during the period of observatéon 
without any one treatment showing any 
clear advantage over the others. That*is, 
for this group of acutely disturbed patients, 
reserpine did not appear to show any 
special benefit not obtained by s:andard 
ward care and the semblance of mecica- 
tion. Several questions were obviously left 
open in the previous report: the dosage 
chosen may well have been on the average 
too low to be physiologically effective for 
this kind of patient ; the period of time пау 
not have been sufficient to allow the tran- 
quilizer to reach optimal effectiveness ; 
reserpine may be inferior to other tran- 
quilizing agents for the management of 
these disorders. The present report offers 


additional evidence on each of these ques- 


tions. 

Since the initial report, a total of 68 pa- 
tients have been studiec in the reserpine 
series and a second series involving 30 pa- 
tients added to the project comparing chlor- 
promazine with the standard drug (pow- 
dered opium) and the inert placebo (lac- 
tose). The dosage level for chlorpromazine 
was set at 600 mg. for the first 2 days and 
then 300 mg. daily. In addition it has been 
possible to study some of the cases over 
a longer interval than a week. The same ` 
evaluative procedures, cautions for patient 
safety and secrecy concerning the drug 
used, and objectivity in assessing the 
changes noted have been adhered to in 
these subsequent procedures. 


TABLE 1 


MEAN Втоор PRESSURE READINGS BEFORE AND AT Two Dav 
INTERVALS AFTER MEDICATION. (Sıx Cases IN ЕАсн Grote.) ' 


CHLORPROMAZINE RESERPINE POWDERED OPIUM PLACEBO 
Time Syst. Diastol. Syst. Diastol. Syst. Diastol. Syst. Diastol. 
Initial 132.7 85.3 139.8 88.8 118.0 — 797 * 1403 8&0 
„За day 118.7 75.3 120.7 77.3 113.3 70.0 134.0 83.8. 
ath day 116.7 75.3 112.0 69.3 118.3 yeu 130.0 78.0 
7th day 69.3 116.0 72.7 113.3 70.0 118.7 75.3 


110.7 
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PHYSIOLOGICAL MEASURES 


In Table 1 and Figure 1 are ыы the 
mean values of blood pressure recording 
made initially and on alternate days during 
the first week of medication. Analyses of 
=e vgriance of the. systolic and diastolic pres- 
suse values over this interval indicates 
that, for both indices, the time changes 
were larger than chance, and that the 
diastolic rezdings showed an interaction 
with the drug being administered. The 


TABLE 2 


MEAN NuMBER OF PIECES PLACED OR 
ASSEMBLEL ON THE PURDUE PEGBOARD BY 
CASES IN THE RESERPINE AND PLACEBO GROUPS 
PRIOR TO MEDICATION AND AFTER А MONTH'S 
TREATMENT.. (Five Cases ІЧ ЕАсн Group.) 





RESERPINE PLACEBO 
Time RLB Assembly RLB Assembly 
Inittal 133.8 17.8 168.0 21.1 
Ist Week 180.6 19.0 182.4 95.8 
4th Week 180.6 17.7 175.9. 27.2 
RS 
по 
los 
105 
MEAN PRESSURE 
‚ [mm Hg.) 
55 
sob 
` 85 
i 3 5 ? 
A DAYS OF TREATMENT 


Changes in mean blood pressure over a 
| weeks period - 
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[ May 


reserpine group showed the most rapid™, 


drop in mean blood pressure. 


PSYCHOMOTOR PERFORMANCE 


Support for some systemic effect of the 
tranquilizing drug at the chosen levelealso 
comes from the performamce of the reser- 
pine group on the Purdue Pegboard. It was 
previously noted that this group failed to 
show the expected increase in proficiency . 
over a week's interval on the assembling 
sub-test in which several small pieces must 
be put together in a prescribed order. The 
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on a simple placing test based on the right 
hand, left hand, and two handed perform- 
ance combined (RLB) but fails to im- 
prove on the assembly task even over the 
peried of a month's time (Table 2, Figures 
2 and 3). | 


TABLE 3 


MEAN NuMBER OF ADVERSE BEHAVIORAL ITEMS 
NOTED BY THE NURSING STAFF ON A STANDARD 
CHECKLIST FOR EACH OF THE TREATMENT 
Groves Durme THREE Weexs or MEDICA- 
“gion. (SEvEN Cases ІЧ Eacu Group.) 
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ч Q 6 а. А. 
1-3 79.4 63.1 82.4 71.4 
4-6 68.6 50.2 75.1 64.9 
7-9 44.6 33.9 47.4 54.9 
10-192 33.9 96.4 30.7 50.0 
13-15 30.4 27.3 30.0 45.6 
16-18 28.9 24.4 23.3 27.9 
19-91 95.6 98.7 91.6 45.7 

TABLE 4 


Mean NUMBER OF ÁNXIETY ITEMS CHECKED 

BY THE PsvcHiATHIC RESIDENT FOR EaAcH 

TREATMENT Group INITIALLY AND AFTER A 
WEEK OF MEDICATION 
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STAFF RATINGS " е 


Over а weeks time the óbservztions of А 


the nursing staff as recorded on а checklist 
(Figure 4) that they completed 3 times a 
day were previously found to show con- 
sistent improvement for all groups but n 

special interaction with the specific mediga- 
tion was found. There was some suzzestion 
that the drug condition was beginning «to 
show some advantage at the end of this 
period, however, warranting contirued ob- 
servation. Table 3 and Figure 5 show com- 
parable findings for a S-week period of 
observation. Again it can be seen that the 
groups all show a consistent and grztifying 
decrease in psychiatrically adverse behav- 
ior but no one group shows any special 
change either in magnitude or rate of 
change. The same general findinzs were 
obtained on the mental status and anxiety 
ratings made by the psychiatric staff іп 
charge of these cases. Figure 5 shaws the 
anxiety rating sheet used by the psychi- 
atric residents. Table 4 and Fizure 7 sum- 
marize the number of items rated prior to 


and after a week of treatment. М> drug 


effect was found to be significant. 


PERSONALITY TEST FINDINGS 


The difficulties in administering the per- 
sonality test at the start of the treatment 
to the more disturbed cases assignec to the 
project have made it necessary to limit the 
report to a small group of cases givem reser- 
pine.and a corresponding group g.ven the 


inert placebo. Table 5 shows the mean | 


scores on each of the scales in the basic 


Time Files Powdered Opium Placebo MMPI profile and the ego strength scale 

Initia? 7.0 8.2 6.0 devised by Barron(2). Contrary to а num- 

Ist Week 4.3 5.7 3.5 ber of studies on the changes on the MMPI 
. TABLE 5 


MEAN Scores ON. THE MMPI ron RESERPINE AND PLACEBO Grotrs PEIOR 
то MEDICATION AND AFTER ONE WEEK OF TREATMENT. (10 Cases EAcH Grove.) 


‘Group Scales 
Reserpine ; L F K . Hs D Hy Ра М} Pa Р $c Me 5; Es 
Initial 54 03 54 67 78 73 69 49 67 71 73 56 59 26 
1 week 57 74 50 69 73 71 #73 55 80 73 80 2 S53 38 
Placebo : | | д 
* Initial 56 59 54 65 76 07 59 55 61 68 66 55 55 17 


1 week 54 62 56 65 376 71 


62 55 64 71 690 54 59 19 
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. “reserpine group shows normal performance 
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on retesting as reported by Windle(3), the 
cases in this study show a rise in patholog- 


* ical scores rather than the expected decline. 


The reserpine group showed the largest 
absolute shifts but the differences achieved 


we statistical stability only for the hysteria and 


Paranoia scales. The ego strength scale 
shbwed changes in the direction of greater 
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readiness 
groups, the reserpine group showing a 
statistically reliable advantage over the 
placebo group. These findings seem to show 
that there is a shift from regressive disin- 
tegration towards a restitutional effort 
characterized by externalization and by de- 
fenses of a more synthetic order. 
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Project No. 


Observer 





Patient 


Date shift 


A WEW CHECKLIST OF BEHAVIORAL OBSERVATIONS BY PSYCHIATRIC NURSES 


Complete this form on each patient in the study for each shift, 


Place a 


(+) opposite each item characteristic of the patient during the period of 


observation, 
degree, 
of the behavior checked in this list. 


BEHAVIOR. AND MANNERISMS: 
osturing 
bodi_y rigidity 
talkative and voluble 
perspiring excessively 
grimacing 
incoherent in conversation 
hallucinating or appears to be 
-talxing to himself 
bewildered and perplexed 
restless and fidgeting 
tremors 
a mute 
cirzumstantial in conversation 
tics 
masturbating, 
untidy | 
picxing and rubbing body parts 
a incontinent 


—— pacing floor 
...  hype-aotive 


MOOD: 
apathetic 
sulking 
euphoric 
irritable 
depressed 
anxious 
brooding and ды: a 
hostile 
calm 
cheerful 
leasant 
spontaneous 


CONTROL: 
performs many irrational acts 
loud and noésy 
; swearing and cursing 
: destructive 
assaaültive or combative 
impulsive 


кыыран ир | 


Р1асе а (44) opposite each item which is present in extreme 
Note in the routine nursing notes in the chart specific instances 


MENTAL CONTENT: 
feelings of guilt 
feelings of unworthiness 
feellngs of influence 
apprehensive 
fear of loss of control 
physical complaints 
talking of suicide 
disoriented 
confused 
delusions 


RELATIONS WITH STAFF: 
resentful of staff requests 
tube feeding required 
oor self care 
suspicious and distrusting 
negativistic and resistent 
demanding 
complains about ward and routine 
over -submissive to suggestions 
misidentifiles personnel 
threatening to personnel 
friendly and responsive 
quiet but responds on approach 


RELATIONS WITH PATIENTS: 
socially incommunicative 
* usually alone 
bullying others 
dominating 
seeks contacts freely 
insecure 
actively participates with group 


Pertinent comments: 
Received EST 
Seventh day of Medication 
Refused medication at 
Other sedation given 
Sleeping pattern 
seclusion necessary è 
Other 


for psychotherapy for both~. 
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CHECKLIST ITEMS 
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. Mean number of items checked by 
psychiatric residents 
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978 ` EVALUATION OF TRANQUILIZING DRUGS 
v. 
Fic. 6 
Rating Scale of Anxiety 
Subject: Rater: 
"tal time patient observed: Date: 
9 


INSTRUCTIONS 


Mark (0) for absence of the sign. 
Check (4) for presence of the sign. 
Check (++) if sign is present and is severe, 


1. Overt signs of tension or anxiety: 


а. RESTLESSNESS (e.g., shifting in chair, fidgety) 
b. IRRITABILITY (e.g., hostile reaction to frustration 


c. SPEECH DISTURBANCE (e.g., halting, blocking, pressure 


of speech, excited .speech) 
d. TREMORS (e.g., shaking of hand or facial muscles 
e. COLD SWEATING HANDS OR FOREHEAD PERSPIRATION 
f. STARTLE REACTION (e.g., sudden motor reaction to 
incidental or abrupt stimuli) 
g. HAND AND FINGER MANIPULATIONS (e.g., of objects, 
wringing of hands) 


h. IMPAIRED CONCENTRATION OR ATTENTION (e.g., failure to 
comprehend simple statements, 


asks interviewer to repeat 
- statements, preoccupied) 
i. MOTOR AWXWARDNESS (e.g., fumbling of objects, bumps 
into objects) 
je HYPERSENSITIVENESS (e.g., overreaction to ‘slight 
stimulation, to slight verbal 
criticism) 


k. OTHER 





2. General estimate of degree of overt anxiety, 


= - ~] 0 +1 +2 
(Extreme lack (Normal adult 
of concern individual in 
apathy) this situation) 


+3 


(Overt 
panic 
state) 
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DISCUSSION 


In the light of the physiological and 
psychomotor changes noted with the ad- 
ministration of reserpine and chlorproma- 
zine it does nət seem possible to discuss the 
clinical findings on the basis of ineffective 
levels of medication. No undesirable side- 
effects have been noted with this level of 
medication, nor have the patients in any 
of the groups expressed any dependence 
upon medication. 

We have retained our usual psychothera- 
peutic endeavors when a patient is in need 
of a sedative including the usual "milieu 
therapy" which obtains on our psychiatric 
wards. In other words, the drugs have 
been introduced into a therapeutic setting 
which is not constricted because of their 
exhibition. Besides inert placebo, an ac- 
tive placebo is also introduced into the 
design for the following reasons: if on a 
particular psychiatric мой some patients 
are placed on placebo and other patients 
on the active drug, the doctors and nurses 
may pick up cues sufficient to indicate an 
active drug rather than an inert placebo. 
The patient may also pick up some change 
in his internal milieu which he communi- 
cates to his attendants. Through suggestion, 
a relatively non-specific effect can be am- 
plified by the expectant attitudes and feel- 
ings of those in the therapeutic team. It 
enhances the efficacy of the design if these 
tranquilizing drugs are also compared with 
an active placebo which simulates some 
of the sedative effects. 

Tested in this way in this psychiatric set- 
ting. the drugs used do not yield any 
more rapid therapeutic gains, or more de- 
sirable patterns of mental, emotional or 
behavioral changes than those achieved by 
existing treatment procedures. Our con- 
tinued evaluation of these tranquilizing 
drugs in the management of acute mental 
disturbance on our inpatient service in an 


.atmosphere which avoids irrational en- 


thusiasm as much as unreasonable insist- 
ence on drugless healing thus reaches the 
sombre conclusion that there is improve- 
ment in all groups with no special inter- 
action with the specific medication to be 
found; although there are some other 
details not directly related to immediate 
clinical improvement. 
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DISCUSSION 

T. В. Вовік, M.D. (Orange, М. J.).—It 
is research such as this study by Doctors 
Abse, Dahlstrom and ТсПеу whict. makes 
science what it is, namely, the relen:less 
search for the truth. We should feel deeply 
indebted to them for calling these astonish- 
ing findings to our attention. 

Since my own astonishment over the fact 
that placebo therapy (according to the 
authors) was equally efficacious in compar- 
ison with chemotherapeutic agents known 
to be sedative or tranquilizing to many 
thousands of patients, according to the pub- 
lished reports of hundreds of inves-igators, 
and in my own experience, I was ;ntrigued 
with the prospect of discovering if possible 
what the artefact is in this repor:. І have 
leaned heavily upon our colleagues who 


‘were intimately associated with the early 


research on reserpine and chlorpromazine. 
The comments will be a distillate of many 
short discussions of this sort and a single 
most significant reference to Nathar. Kline’s 
earliest paper on reserpine. | 

This short period of observation thwarts 
the recording of the very best results that 
are to be anticipated from reserpine—for 
all those who have conducted research on 
this tranquilizer have pointed out that one 
must expect a period of turbulence during 
the first and second weeks of trsatraent 


‘before the real tranquilizing effects can be 


expected. Thereafter, however, the contin- 
ued good effects may be expected. Also, 
those who follow their patients for long 
periods describe even better tranquil effects 
in the second to fourth months, and even 
for longer more sustained periods. , 

As far back as 1933 Chopra and Gapta 
noted that it was common practice in B:har, 
India, to put children to sleep with Rauwol- 


* 
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fia. № was called "pagla-ka-dacra" meaning 
"insanity herb" at the bazaars where it was 
«sold. These authors then commented “on 
account of its cerebral depressant proper- 
ties, the alkaloid should prove to be a valu- 
able sedative drug.” Their prediction was 
ору verified by the great flood of un- 


_ scitntific papers sparked by those of Kline, 


Grane, Sainz, Barsa and many others which 
filled our psy chiatric journals and the Satur- 
day Evening Post from 1954 on. 

We had never before possessed a drug 
capable of calming schizophrenia as did 
this remarkeble snake root alkaloid, or of 
reducing hypertensive blood pressure to 
normotensive levels. 

Very soor thereafter chlorpromazine, a 
drug synthesized in France, was found to 
possess almost identical therapeutic effec- 
tiveness. Certainly it is common knowledge 
that these two drugs are effective in sedat- 
ing psychotic disorders and that they 4о 
have hypotensive properties when used in 
effective dosage. Therefore, it would seem 
unlikely that many psychiatrists will be 
dissuaded from using these tranquilizing 
chemicals by this report that seems to show 
that a placebo has equally effective tran- 
quilizing properties. 

Thus one is confronted with the ques- 
tion: Where is the artefact in the study 
presented by Drs. Abse, Dahlstrom and 
Tolley ? It is my belief that the artefact is 
the surprisingly short period of observa- 
tion—one week only. 

In Nathan Kline's objective studies re- 


‘ported in 1954, 4 physicians and 4 nurses 


took blood pressures on all patients in a 
ward on 4 separate occasions one month 
apart. First values were obtained immed- 
iately pretest апа the last immediate post 
test, and patient behavior was recorded by 
ward personnel from the end of the first 
month on. 

It was learned from these studies on 
ward psychiatric patients that significant 
blood pressure recession occurred in re- 
sponse to Serpasil, namely: from 127/76 
down to 118/68 (mean blood pressure) 
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Raudixin down to 117/68. The recession 
caused by placebo was less in these longer 
observed cases than found in Abse's study, 
ie. from 127/76 down to 121/74—only 6 
points in contrast to the 22 points lower in 
Abse’s study. 

The only satisfactory explanation m 


gested for the significant drop in blood 


pressure demonstrated in the placebo 
treated cases, is the effect of “total push,” 
namely the increased attention given to all 
patients, placebo cases included, by nurses’ 
observations, extensive psychological test- 
ing, etc. plus the administration of а sup- 
posed specific medication. One must admit 
it is difficult to see why such a drop as 22 
points occurred ; therefore, we must ask, 
would these same findings show up one 
month or two months or four months later 
on the same regime ? 

It is reasonable to suppose that more con- 
sistent tranquilization would be found in 
those receiving specific therapy for the 
longer period. 


REPLY 


D. W. Abse, M.D.—Dr. Robie’s chief criti- 
cism of our report is the short period of ob- 
servation. It should be clear from the find- 
ings reported that some of our parameters 
extend over a three week period. ‘We are 
also engaged in work in a state hospital 
setting which will enable us to extend ‘our 
period of rigorous observation very consid- 
erably. Even so, the point we wish to make 
is that in acute disturbances our findings 
suggest that the inert placebo as well as the 
standard sedative lead to effective tran- 


‘quilizaton, not distinguishable from the ac- 


tion of the tranquilizers. Dr. Robie indicates 
that there is a delayed action in terms of 
the tranquilization from reserpine. If this is 
so, our work indicates that there is no need 
to gwe the drug in so far as tranquiliza- 
tion within three weeks is concerned. How- 
ever, there may be other reasons for doing 


so, hinted at in our mention of findings not. 


related immediately to clinical improve- 
ment, which we hope to understand in the 
course of our future work. 


MEDICO-LEGAL ASPECTS OF POST-TRAUMATIC EPILEPSY ' 


IRWIN М. PERR, M.D.! 


It is a capital mistake to theorize before 
one has data. Insensibly one begins to twist 
facts to suit theories, instead of theories to 
suit facts. —Sherlock Holmes 


Courts are often called upon to render 
decisions based on the relation between 
injury and disease. That the type of testi- 
mony allowed in courts is often distorted 
and twisted is apparent to many physicians. 


Although certain problems may be quite 


common to many cases, each court presenta- 
tion remains an-entity unto itself; of this, 
Dean Pound(35) has stated, 


The conditions of today call for planned and 
orderly cooperation of the lawyer and man of 
science in daing systematically for types of 
questions what has been done unsystematically 
and often blunderingly for each case as it 
arose. 


Post-traumatic epilepsy occupies a rather 
unique place in the field of legal medicine 


in that it is one of the few diseases that: 


develops long. after the related injury. 
Therefore the probability or improbability 
of such a complication is a very important 
medicolegal consideration. Previous articles 
(2, 10, 11, 14, 32, 33, 43) have commented 
on various general aspects of the relation 
between epilepsy and the law. This paper 
covers :the following questions: 1. What 
is the relation between injury and epilepsy? 
2. How is post-traumatic epilepsy recog- 
nized and differentiated from other types 
of epilepsy and other illnesses? 3. What are 
some of the features of the course of post- 
traumatic epilepsy? and 4. How does one 
estimate the likelihood of post-traumatic 
epilepsy developing following a head in- 
jury? Although answers to these questions 
are not clearcut, there is much information 


.available on which to base a reasonably 


expert opinion. 

Probably in no other feld of medicine 
is the position of the expert medical witness 
more difficult than in testifying in cases 
dealing with head injury. Between limita- 


* 1 Clinical Director, Fairhill Psychiatric Hospital, 
12200 Fairhill Road, Cleveland 20, Ohio. 


tions of medical knowledge and vaguely 


defined clinical. entities on the one hasi 


and the avid partisanship in the cohrts 
on the other, the physician finds taat Leing | 
an "expert" is no easy task. Referring to 
this problem, Hamby (17) states, 


When (a) mishap finally occurs, the patient 
often finds himself obliged to seek lega. aid 
and to obtain the financial coverage he hed so 
fondly imagined earlier was his by righ: of 
purchase, of employment, or by virtas of citi- 
zenship in the modern state. He now suddenly 
plunges into a bewildering pool, the currents 
of which he only vaguely may have suspected 
earlier. To stay in business, his insurers at- 
tempt to minimize his complaints and thereby 
his compensation. To counteract this tendency, 
his lawyers inflate the estimate of his damage. 
Members of the jury bend toward fa: or lean 
settlements according to their generosity with 
other people’s money, or to their cynicism. The 
doctor's dilemma lies in giving testimony based 
on medical fact in the midst of frank and 
frantic partisanship. 


Thus one encounters this representative 
statement by a very prominent plaintiffs 
attorney, Belli(4). 


Traumatic epilepsy may not show itself for as 
much as 18 years after :he damage to the 
brain. One time the author (Belli) was pre- 
sented with a case of а 3-month-old сайа that 
had been placed in a hospital о: surgery on а, 
cleft palate. The day after the opera-ion, un- 
accountably, the child was seen in its bed with 
a stellate(star) skull fracture. The reccvery 
was uneventful, A year later the most com- 
plete examination revealed not a sign of brain 
damage. Should settlement be postponed for 
some 21 years until majority is reacked, when 
there would probably be no chance oí secuela 
(although there have been cases that mani- 
fested themselves years later)? 


This specific example will be discussed 
below to illustrate the probabilities involved 
in such cases. 

Another aspect of this problem, most 
important to the exafnining physician, is 
that reported by Hyslop(18) who studied 
750 head injury cases involving H-igation. 
Of these, 65(8.6%) raised the possibility of 
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post-fraumatic epilepsy. In 13(20%), he 
found focal brain damage and verified 
Seizures. ш 2 cases, the seizures occurred 
in the first 6 days following injury, with no 
further attacks (so that a diagnosis of 
epilepsy’ would not be justified). The 
other ll cases all developed within 26 
‚ months following the injury. The remaining 


'"52 pases were evaluated quite carefully ; 


all claimed a head injury of at least a 
concussional nature. In 12 cases, investiga- 
tion revealed no injury at all; in 3 cases 
there had been merely a ‘laceration of the 
scalp, with careful coaching by the claim- 
ants lawyers to bring in the question of 
epilepsy. In 18 cases the injury occurred 
as the result of a seizure ; of these, 7 ad- 
mitted previous attacks and 5 others were 
К later shown to have had previous epilepsy 

(which had been diagnosed prior to the 
alleged injury). Six cases were those in 
which the individual had developed idio- 
pathic epilepsy without an antecedent in- 
jury. Four had had previous head injuries 
which at first had been denied. In not one 
of the cases of focal brain injury was there 
an attempted fraud; of the other 52, 28 
(54%) showed malingering or fraud with re- 
spect to the character of the injury or its ef- 
fects. Thus the number of frankly fraudu- 
lent cases outnumbered the true cases of 
post-traumatic epilepsy by more than two to 
one. No similar studies have been found, 
but this report brings clearly into focus 
one of the chief difficulties facing the exam- 
ining physician. 

There have been many legal cases in 
which post-traumatic epilepsy was a prime 
consideration. Unfortunately, the medical 
data contained in the official legal records 


аге too sparse to allow comment. Some. 


aspects of these cases will be illustrated 
below. 'The various questions raised are 
most important and stress the fact that 
adequate evaluation is essential inasmuch 
as epilepsy is a disabling disease with great 
social handicdps to those so labeled. and it 
is considered by laymen to be a most revolt- 
ing disease so that compensatory awards 
tend to be high. 

In. Kuemmel v. *Vradenburg(57), t 
cleimant had a depressed skull ‚ч 
requiring surgery in order to remove bone 
and dirt from the brain, with resultant 
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neurologic damage. The medical expert 
testified that the patient was likely to have 
a spastic paralysis and that such injuries are 
"likely to cause people to have convulsions 
or epileptic fits.” In а New York case( 55), 
the plaintiff was hit by a falling rock at a 
state park, sustaining a deep penetrating 
fracture of the skull. One of the resulting 
complications was post-traumatic epilepsy 
which was a factor in the final award of 
$72,867.28. In Nagala v. Warsing(59), a 
boy, 3 years, 10. months old, had a com- 
pound skull fracture, with much brain 
damage, and unconsciousness of 13 day's 
duration. In this case, no specialist in a 
neurological field testified, but there was 
clearcut evidence of poor coordination on 
the right side and ocular difficulties. Among 
the elements considered in reaching an 
award were the possible development of 
personality problems and epilepsy. 

А common situation is that where epi- 
lepsy develops and the patient claims 
that is was the result of an antecedent 
injury. In Cochran v. Wimmer(54), ‘а 
claimant attributed the onset of epilepsy to 
an alleged injury 4 days earlier. There was 
no external evidence of a physical injury. 
The court ruled that the problem was the 
determination of whether this was trau- 
matic or idiopathic epilepsy, and thus that 
this was a. question of fact to be decided 
by the jury. In Bartholomew v. Impastato 
(53), the court ruled that opinions voiced 
by two physicians, as to mental injuries 
which might result from cerebral injuries 
sustained by a 3-year-old child due to fault, 
were too speculative to warrant an award of 
damages based on the conclusion that the 
injuries were permanent. 

The predictability of the future develop- 
ment of epilepsy is most important in the 
granting of an award. In Thompson v. Ап- 
derman(60) a boy of 13 with the mentality 
of a 10-year-old had a basal skull fracture, 


contusion of the brain stem, and hemor- 


rhage from the left ear. Taking into account 
his age, life expectancy, as well as the 
possibility of epilepsy developing, an award 
of $54,000 was granted. All З doctors agreed 
on a possibility of epilepsy, but did not feel 


` that it was likely in view of the fact that 


more than 3 years had passed since the 
injury, one expert stating, “We are always 
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leery about a seizure developing 3 years 
after the injury." In another case(56), there 
was an award of $15,000 for a skull fracture 


and lacerations sustained by a 6-year-old 


“who would probably suffer in later years 
from convulsive disorder" Bony fragments 
were removed from the brain, and a small 
metal disc inserted in the skull. The EEG 
suggested a focal convulsive disorder in 
the left temporal area "probably with some 
grand mal component." Testimony stated 
that, "during the war 50-752 of those re- 
ceiving such wounds developed convulsive 
disorder' and that “75% of those with an 
abnormality like that of appellee (the 
claimant), resulting from injury, will some- 
time develop focal epilepsy." 

An interesting case was that of Melendez 
v. N.Y.C. Omnibus Corp.(58) where a 46- 
year-old cook, alighting from a bus, suffered 
a skull fracture with traumatic epilepsy, 
post-traumatic psychosis, right-sided paral- 
ysis, and aphasia. The court reduced the 
award when it was shown that the plaintiff 
had not worked for 23 months prior to the 
injury and that he had a history of psy- 
choneurosis for which he had previously 
been discharged from the army. 

These illustrations point out some of the 
problems which arise in courts concerning 
post-traumatic epilepsy. 


FREQUENCY OF POST-TRAUMATIC EPILEPSY AS 
COMPARED WITH OTHER TYPES OF EPILEPSY 


When epilepsy develops, the type and 
cause must be ascertained, inasmuch as 
post-traumatic epilepsy is compensable 
in contrast to idiopathic epilepsy and other 
types which are not. Statistically, post- 
traumatic epilepsy is a relatively insignifi- 
cant type of epilepsy. Idiopathic epilepsy 
constitutes about 78% of epilepsy while post- 
traumatic epilepsy occurs іп about 3«to 5% 
of cases. Thus idiopathic epilepsy is found 
15 to 20 times more commonly. Table 


‚1 illustrates this incidence in two studies. 


Another Jarge report from the Montreal 
Neurological Institute(19) showed that in 
2,000 cases of epilepsy, only 86(4.32) were 
post-traumatic in origin. Thus, when a case 
of epilepsy is presented, all causative 
factors must be evaluated. The discovery of 
a brain tumor in an alleged post-traumatic 
case may be life-saving. 
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TABLE 1 ° 


RECURRENT CONVULSIVE SEIZURES IN ? 
2,000 Now-INsTITUTIONALIZED CASES СЕ 
EPILEPSY AT ALL AGES 


Presumed casses of seizures After Lenncz 2?) 


Cerebral Trauma БИ, 
Birth Injury or Congenital Defect o6 
Brain Infection ` 4.99 
Brain Tumor 9.6 
Cerebral Circulatory Defect 1.9 
Extracerebral Causes 0.5 


беек 


ANALYSIS ОЕ 689 Patients WHOSE ATTACKS 
BEGAN AFTER 20 Years OF AGE 


After Livingston (93) 
Idiopathic Epilepsy "n CUN em 
Hypertension or Cerebral 

Arteriosclerotic 19.1 
Alcohol 4.1 
Post-traumatic ; 2.5 
Neurosyphilis 1.6 
Pregnancy - 2 
Cerebral Birth Trauma 0.6 
.Brain Abscess 0.3 
Brain Tumor 0.3 
Cysticercosis 0.1 


SOME PATHOLOGIC FACTORS 
Epilepsy is a disease cf the brain ; there- 


- fore, in order that post-traumatic epilepsy 


develop there must be an injury to the 
brain. “Laceration of the brain is an es- 
sential factor—whether or not there is in- 
jury to the skull"(8). Injury to ће brain 


can occur indirectly as in a contre zoup 


injury whereby the tips of the temporal 
poles are traumatized by transmission of 
the force of the blow or injury may result 
directly from trauma in the area of the 
blow. There may be damage fror: a closed 
head injury in which there is no decres- 
sion of bone in which case the injury may 
be a scalp laceration, concussion, or even 
a non-depressed fracture. On the other 
hand, there may be a compound fracture 
with penetration of the dura matter with 
direct and obvious injurv to the brain. The 
distinction between these two types of in- 
jury must be kept ir? mind in evaluating 
this problem as the likelihood of a subse- 
quent epilepsy correlates to a great extent 
with the type of injury. Thus scalo injuries 
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ог lesser skull injuries may be merely inci- 
dental. In addition, factors such as extra- 
cerebral bleeding may not be related to the 
problem of epilepsy so that hematoma per 
se without cerebral damage would not be 


->e likely causative factor. Analysis of type of 
ps 


] 
n 


пу will be elaborated below. 


` INCIDENCE OF POST-TRAUMATIC EPILEPSY 


FOLLOWING HEAD INJURY 
Analysis o2 reported statistics must be 


. based on many distinctions, the two most 


important of which are (a) war reports 
versus civilian studies and (b) closed in- 
juries as opposed to penetrating injuries. 
Because of numerous variables, few studies 
are comparable and each report must be 
analyzed in its individual context. For ex- 
ample, based on published reports, one can 
state that the incidence of epilepsy follow- 
ing head injury is 0.12 to 50%. Obviously 
the quoting of any particular number con- 
veys little ; some reports even indicate that 
the likelihood of epilepsy following head 


injury is less likely than in the absence of. 


any injury. 

Even wartime studies, despite the fact 
that they are the most common source of 
statistics, contain much conflicting material. 
Numerous studies based on the experience 
in World War I and World War II are 
available from many countries. The range 
of incidence here was 1.52 to 492 (com- 
pared to the incidence in the population at 
large of 0.52). The British Ministry of 
Pensions reported an incidence of 800 ep- 
‘ileptics (4.5%) in 18,000 gunshot wounds of 
the head. Though several studies are in the 
general range of 2 to 7%, others report 12.1% 
(a French report), 44% (a German study 
of 562 cases, 27%, 49.5% (of 1,234 cases), 
45%, and 43% (of 820 cases). The basic 
question, of course, pertains to the group 
being reported inasmuch as this is ap- 
parently the source of much confusion. In 
contrast to the above figures is the largest 
single study/12) reported of the civilian 
population of Switzerland in a 14 year 
period from 1919 to 1933. Here there were 
only 50 cases of traumatic epilepsy in 47,- 
130 head injuries, ат® incidence of 0.122 or 
less than that of the general population. 

Why is it then, that the war studies re- 
port high figures in comparison to studies 
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of civil injuries ? Let us look at a well- 
known study, that of Ascroft(1). In 1939 
he reported on 317 cases from World War 
I ; of these, 342 had seizures. In cases where 
there was penetration of the dura matter, 
the incidence was 45$ ; when there waseno 
penetration, the incidence was 23$. There 
are several factors for this relatively high 
"incidence." First, а number of persons 
were included who had seizures immedi- 
ately following the injury (even if only 
one seizure) without recurrence. Secondly, 
many cases were excluded because of in- 
sufficient data, and this would apparently 
contain more cases who did not develop 
epilepsy. Thirdly, many minor injuries were 
not included ; neither were cases where the 
damage was to the cerebellar area of the 
brain. The group in general was one in 
which the members were severely injured. 
A fourth very important factor was that 
these injuries were caused by high velocity 
missiles, which caused great brain damage 
in contrast to usual civilian injury by a 
blunt instrument at considerablv lower 
velocities. i 

The differences between war and civil in- 
juries have been commented on by many. 
Siris(41) reports, 


Among the ways (in) which head irjuries of 
war differ from those of civil Ше is the in- 
cidence of subsequent epilepsy. . . . The 
development of this condition following ali 
types of civil head wounds is considerably 
lower, running in general between 0.5 and 9 
per cent, not much higher than the incidence 
of epilepsy in the population at large. 


Sachs (40), noting the difference between 
missile and blunt injuries in the causation 
of epilepsy, comments, 


It is very striking that the incidence of epilepsy 
following fractures of the skull in civil life 
is far ‘less frequent than in war wounds, and, 
of course, one obvious difference is that in the 
war cases, compound fractures are much more 
common. 


Basically much can be summed up by 
this statement(15), 


Suffice it to say that the highest incidence 
claimed is 20% and the lowest a good deal less 
than that in the general population ; and that 
it is at least very probable that the first figura 
relates to a selected group of severe head in- 
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juries and the second is diluted with many 
trivial cases. 


Further surveying of reports reflects the 
variance in reported incidence. In one war 
study(24) of 200 cases of severe brain in- 
jury, caused by penetration of the dura 
mater by artillery shell fragments and rifle 
bullets, the incidence of epilepsy was 16.5% 
(33 cases). One English study(44) showed 
a less than 2% incidence where the dura was 
not penetrated, compared with a 27% in- 
cidence where there was penetration with 
brain damage, while another English re- 
port(37) of 820 cases of penetrating brain 
wounds reported an incidence of 43%. How- 
ever, here again one runs into the custom 
of classifying as an epileptic the veteran 
who had but one seizure. Two German 
reports(3, 7) report incidences of 44% and 
49.52 while in 279 American cases(51) the 
incidence was 36.2%. 

. Seizures following lobotomy (a direct 
injury to the brain) occur in 25.6% ; 60% of 
these are controlled by medication(13). 
Bickers(5) reports the incidence in open 
head injuries as 5.5 to 20% and in closed 
head injuries as 2.5% with seizures after 
simple concussion almost unknown. 

Most reports concerning closed head in- 
juries give an incidence of 2 to 6%(34). 


Military reports indicate a higher incidence, ` 


but here again one sees the results of high 
velocity missiles causing injury as well as 
the apparent inclusion of only the more 
severely injured. In general, reports from 
civilian studies indicate an incidence less 
than one-third the rate of that in military 
reports. 

А. very important study is.that of Penfield 
and Shaver(31), a summary of which is 
shown in Table 2. Most important was the 
finding that in 126 brain concussions there 
were no cases of post-traumatic epilepsy 
—а finding which has been supported else- 
where. In 407 head injuries, the total inci- 
' dence was less than 2.5% (11 cases). 

The larger the series of cases, the lower 
the incidence reported ; the largest series 
ever reported being that of Feinberg(12) 
where the incidence was 0.19% in over 47,- 
000 cases. Of these, Denny-Brown(8) says, 


The series of Feinberg is therefore by far the 
largest unselected group of civil head injury, 
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TABLE 2 ° 


INCIDENCE OF Posr-TRAUMATIC EPILEFSY , 
FornowiNc Vanious Tyres or HEAD INJURY 


(after Penfield and Shaver) 


Total Epilepsy 
Туре Cases Number gt 
Scalp wounds without ә 
fracture 193 1 0.5. 
Concussion, contusion, or _ .’ 
compression above 40 0 0 
Fracture without proven dur- 
al tear (including subarz- 
chnoid hemorrhage) 136 7 5.1 
Fracture with dural tear 36 3 7.9 





and the best figure we have at present for 
such a group. 


In that series, the rate of epilepsy was 
5 per 1,000 with fractures (0.5% or the same 
as that in the general population). 


THE RELATIONSHIP OF FRACTURE, HEMOR- 
RHAGE, AND OTHER RELATED INJURIES 


A pertinent question is “what is the E keli- 
hood of epilepsy following a skull fracture 
with no depression?" Denny-Brown(9) 
states, 


It may be noted . . . how clea-ly the figures 
show that fracture of the skull is without im- 
portance in the question cf epilepsy. 


Penfield( 28) comments, 


Closed injury to the skul, regardless cf its 
severity, rarely results in post-traumatic 
epilepsy. . . . The likelihood of epilepsy is, 
greatly increased in case the Сига has been 
penetrated and the brain lacerated by frag- 
ments of depressed bone or missile. This is 
apparently quite independent of the severity of 
the cerebral concussion anc. intracran‘al hemor- 
rhage which may have attended the injury. 


Epilepsy is rarely found after subdural 
hematoma, meningitis, thrombophlebitis, 
thrombosis, etc. 

Penfield(27) further states, 


Brain laceration more of-en causes seizures 
than cerebral contusion or closure of a cerebral 
vessel. Subdural hematoma and interna] hydro- 
cephalus never do unless some other local 
complication is present. | 


These factors can be summed up in this 
statement by Denny-Brown(9) : 


< 


eg skull is not of itself harmful. . . 
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Depre&sion of an area of bone in the cranial 
vault is not necessarily a severe or dangerous 
happening. . The important feature is 
whether or nct the dural lining of the skull 
is torn by a sharp edge of bone jutting in- 
wards . . . a simple fissure in the vault of 
. The cases 
of war injury demonstrate that fracture per se 


is not of any real moment in this question. . .. 


` It’ must be remembered that the cause of 


epilepsy is damage to {һе brain. 


THE MEANING OF A CONVULSION SOON AFTER 
INJURY 


Ап essential element of epilepsy is its 
recurrent or periodic nature(32). Since 
there are many other causes of convulsions, 
this element must be found in addition to 
other characteristics of epilepsy. Ап epilep- 
tiform attack immediately following an in- 
jury does no: necessarily denote epilepsy. 

Denny-Brown(8) states, 


It should be at least considered whether early 


- convulsions deserve the name traumatic epi- 


lepsy or should the term "immediate traumatic 
epilepsy” be given some special annotation. 
There are cases where the diagnosis of epilepsy 
was made on a single convulsion in the early 
stage of severe head injury, without subse- 
quent disability, and where diagnosis inter- 
fered with subsequent employment. . . . Be- 
cause a drug, or electric shock, or anoxia, will 
provoke a convulsion, it cannot be maintained 
that "epilepsy" is thereby produced. 


Thus convulsions immediately following 
the injury may indicate only a temporary 
‘response to an injury. As such, they usually 
disappear. In contrast, the basic pathology 
behind post-traumatic epilepsy is scar for- 
mation which usually takes months to de- 
velop. 

This is confirmed 
Marsh(26) states that not every case of 
convulsive disorder which follows an in- 
jury to the head is necessarily a bona fide 
case of post-traumatic epilepsy. Cavins(6) 
comments that Ascrofts investigation ap- 
pears to show that fits which occur in the 
first two weeks after injury and operation 
do not predispose to epilepsy at a later 
date and that this 45 in agreement with 
the experiences of patients who have sei- 
zures in the first days after subarachnoid 
hemorrhage or after the removal of brain 
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tumors. Penfield in discussing Watson's 
paper(51) remarks, 


In Ascroft's figures of 45% of epilepsy after 
injury, he included the patients who had sei- 
zures during the first two or three weeks after 
brain injury. But only 20% of those patiehts 
will become chronic epileptics who have re- 
curring seizures, The percentage 15 thus too 
high. 

Walker has done much work on the sub- 
jeot of post-traumatic epilepsy(36, 45, 46, 
АТ, 48, 49, 50). Не states(45) : 

Paroxysmal alterations in the state of conscious- 


ness very commonly follow a head injury. 
Even shortly after a blow producing only a 


momentary loss of consciousness, the victim is 


likely to feel dizzy and.light-headed and to 
black out when he assumes an erect position. 
These minor lapses are generally considered 
as due to nervous instability producing a 
temporary ischemia. 


He further remarks(48) : 


Some members of the legal profession . . . 
imply that a few dizzy spells or momentary 
blackouts after a head injury and an abnormal 
electroencephalographic finding are sufficient 
to establish the diagnosis of epilepsy, with all 
the stigmas attached to the "falling sickness," 
and who, on this basis, ask a large award to 
compensate their "epileptic" clients for the re- 
current seizures that will mar his or her future. 
Such a contention is obviously false since 
neither these clinical manifestations nor ab- 
normal brain waves are adequate for the diag- 
nosis of a convulsive disorder per se. 


HEREDITY AND THE DEVELOPMENT OF POST- 
TRAUMATIC EPILEPSY 


Some authorities feel that predisposed 
individuals are more likely to develop post- 
traumatic epilepsy, and that constitutional 
factors exclusive of the injury should be 
considered as a causative factor. Other 
studies deny the validity of this concept. 
For instance, one study(36) reports that 
families of post-traumatic epileptics show 
a 4.5% incidence of seizures compared with ` 
3.4% in normals and 17% in families of all 
epileptics, That there is a familial disposi- 
tion in idiopathic epileptics is well verified, 
as is shown above. Slater(42) states, 


Some degree of inherent susceptibility may be 
present in persons who suffer “traumatic’s 


epilepsy. 
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Walker(47) and Siris(41) ‘have discussed 
this theory. Expressing a contrary view, 
Phillips(34) states, 


There is no reason to suppose that the subject 
of cranial trauma is more likely to suffer a fit 
if Me База... family history of epilepsy. 


Others(26, 51) agree with this viewpoint. 
Thus, at present, there are conflicting views 
on this subject. 


TIME INTERVAL BETWEEN THE INJURY AND 
THE DEVELOPMENT OF POST-TRAUMATIC 
EPILEPSY 


This subject is of extreme medicolegal 
importance as the incidence of epilepsy 


is closely related to the time interval fol- 


lowing the injury. Where there has been 
an injury, a lapse of time, and no develop- 
ment of epilepsy, the reasonable or prob- 
able likelihood of such a complication is 
an important consideration in the assess- 
ment of daraages. The lawyer, in such a 
case, must show that there is a 51% chance 
of such a complication or that such a com- 
plication is more likely than not. The 
claimant’s attorney, in order to stress the 
possibility o such a sequel, may quote a 
few cases in which epilepsy developed fol- 
lowing an injury 15 or 20 years earlier. 

‚ Actually, cases in which epilepsy devel- 
ops many years after an injury are relatively 
rare. Manni 25) reports one case with 
a 24-year interval between injury and on- 
set of seizures. In his paper of 1949, he re- 
ports finding only 5 cases where the epilep- 
sy developed subsequent to a 10 year period 


following the injury. His patient, a woman, 


had been kicked in the head by a horse at 
age 3 and suffered a depressed skull frac- 
ture which remained palpable through the 
years. There were focal EEG findings. Af- 
ter several years of various types of drug 
therapy, surgical extirpation cured the ep- 
ilepsy and confirmed the diagnosis. Such 


‚ cases are so rare as to be meaningless 


statistically, although their intriguing and 
dramatic qualities are not to'be lost in the 
courtroom. 

More important are the results in re- 
ported groups of cases. Phillips(34) re- 
porting 190 cases of epilepsy after closed 
head injuries showed that 55% develop in 3 
months, 82% in one year, 85% in 2 years, 
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97% in 4 years, and all by 11 years. $n an- 
other series(8) where epilepsy developed 
in 53 of 630 head injuries, epilepsy occurred 
in one month in 42%, in 1 to 6 months in 
302, in 6 to 12 months in 14%, in 1 to 2 


years in no cases, and in more thzn 2 уе» n 


in 13%. In an Army series(36), 27% devel- 
oped within З months ага 58% by 6 months. | 
Walker(45) also states that 50% develop - 
within 9 months and, of those in whom 
epilepsy develops within 5 years, 80% have 
the initial seizure within 2 years. Jasper 
and Penfield(19) report an inc:dence of 
46% in the first year, 63% in 3 years, and 
80% in 5 years. 

Thus, approximately 50 to 80% cevelop in 
the first year and about 55 to 35% by 2 
years, with a probable figure o: 75% for 
the 1% to 2 year period. Thus, most cften, 
post-traumatic epilepsy will be brcught 
into trial proceedings аз an existing com- 
plication, rather than as a potential one. 


OTHER FACTORS CONCERNING ТУРЕ OF INJURY 


Injuries to the motor area will give the 
highest incidence of epilepsy; however, 
such injuries do not differ to any significant 
degree from trauma to the frontal and 
temporal areas. Injuries to the occipital 
area or the midbrain on the other zand 
are not characterized by epilepsv. Russell 
and Whitty(37, 38, 391, Ascroft(1), and 
others comment оп this distribttion. 
Whether or not the presence of pieces of 
bone or metal embedded їп the brain 
play a pertinent role is another question. 
Appaxently tliis factor is not especially rele- 
vant to the incidence of epilepsy, perhaps 
because large foreign bodies are usually re- 
moved. surgically, and the ones that are 
left do not seem to be epileptogenic. Where 
there is infection of тат, the incidence is 
higher. Early surgery does not seem to 
lower. the incidence. The incidence is 


higher where there is a prolonged period of Ч 


post-traumatic amnesia (PTA). In one 
series( 15) of 38 cases, there’was а PTA of 
more than 3 hours in 28, under 2 hours in 
8, and under one-half hour in two. Many 


-cases show no unconsciousness with the 


absence of unconsciof&sress reported in 23 

to 362. ` 
Inasmuch as the incidence is related 

closely to damage to the brain, one would 
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expect to find supporting evidence on neu- 
rologic examination. In a well studied series 
ОЕ Army cases(36), 94.3% showed neurolo- 
gic damage with only 14 of 246 cases dem- 
onstrating no abnormality on neurological 


— um On the other hand, the pres- 


ente of severe head injury does not mean 


Њай ерПерѕу will develop. One study(16) 


- mentions a head injury group, with no 
convulsions, that was characterized by 
greater injuries than the cases which de- 
veloped post-traumatic epilepsy. 


SOME FEATURES OF POST-TRAUMATIC EPILEPSY 


Two features should be mentioned: 1. 
Often the ccurse is quite mild, and 2. Often 
the condition disappears completely. In 
207 cases(45, 48), less than one-half had 
more than 2 attacks of any type per year. 
In major attacks, only 30% had more than 
2 seizures a year ; and of the group studied, 
47% had no attacks for 2 years, 35.6% had no 
attacks in the period from the fifth to the 
tenth year after the injury (this study was 
a 10 year followup), and 14.6% only 1 or 2 
attacks a year in the last 5 years of the peri- 
od. If in the first 5 years, seizures cease for 
a year, the chances are 4 out of 5 that there 
will be no seizures in the next 5 to 8 years. 
If there is a cessation of attacks for 2 years, 
the chance o: recurrence is only 2 in 100. 
Probably 402 of those with seizures in the 
first few weeks wil have no further sei- 
zures. 

The greater the neurologic deficit, the 
_greater the disability from such factors as 
post-traumatic psychosis or neurosis, and 
the lower the basic intelligence, the more 
likely is the individual to be handicapped 
in his future adjustment. These factors 
seem to play a greater role than the epi- 
lepsy or ever: paralysis alone. 


POST-TRAUMATIC EPILEPSY AND THE EEG 


The electrcencephalograph is a very use- 
ful instrument in evaluating brain function. 
It is one factor in the diagnosis of any type 
of epilepsy. Pertinent here are the findings 
which support a diagnosis of post-traumatic 
epilepsy and which may help in the dif- 
ferentiation of this eondition from other 
types. The question of the EEG as a help 
in prognosticating the likelihood of post- 
traumatic epilepsy is another urgent prob- 
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lem., Unfortunately, the EEG does not re- 
late well to the pathological conditions un- 
der study. Various patterns of abnormality 
are common to many conditions, and con- 
siderable deviation occurs even in normal 
subjects. Penfield(30) states, í 


We should agree immediately that dysrhy- 
thmia is not epilepsy and that, particularly in 
cases of compensation, we should be very loath 
to let dysrhythmia or alteration in the EEG 
record influence us very much. The patient 
who is an epileptic should be defined only as 
a patient who has recurring seizures. 


Electroencephalographic findings follow- 
ing injury are of little prognostic signif- 
cance. One encounters generalized and 
focal abnormalities, slow irregular and 
“spiky” focal discharges. Of the consistent 
slow wave focus on the EEG, Marsh(26) 
states that this does not prove that the pa- 


tient has or will have post-traumatic epi- 


lepsy. 


It signifies a focus of abnormal cellular activity 
which, in the majority of cases of cranio- 
cerebral injury, even of the penetrating type, 
does not result in convulsive seizures. 


Williams(52) states : 


An abnormal EEG persisting after a head in- 
jury does not necessarily increase the likeli- 
hood of traumatic epilepsy, but the presence of 
episodic outbursts of abnormal waves does... . 
Immediately after a head injury, it is usual to 
find some gross abnormality characteristic of 
severe cerebral damage during the period of 
resolution (which) may mimic the picture of 
epilepsy, but which in a few weeks subsides 


with gradual reappearance of normal rhythms. 


As to the non-specific abnormality, he states 
that 


the presence of this kind of abnormality: in 
patients with head injury does not seem to be 
closely’ related to the likelihood of traumatic 


epilepsy. 


In his series, he found larval epileptic out- = 


bursts in only: 9%, but that these were help- 
ful in diagnosis as such findings occur 3 
times more frequently than in idiopathic 
epilepsy. Paroxysmal outbursts alone were 
found about equally in post-traumatic epi- 
lepsy and in head injuries without the epi- 
lepsy. | 

Walker(45) states, 


? 
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Some years ago it was hoped that the EEG 
would be of diagnostic and prognostie impor- 
tance in epilepsy. Experience has shown, how- 
ever, that the brain waves may denote cerebral 
damage but do not reliably indicate or fore- 
cast convulsive complications. 


In similar studies, he reports(20, 21) that 
882 showed some EEG abnormality with 
78% showing focal abnormality. 

In one study(19) of Jasper and Penfield, 
localized findings (either random spikes or 
sharp waves) were found in 90% of the 
post-traumatic epileptics. It was reported 
that it is 
questionable whether the diffuse or bisyn- 
chronous disorders are truly of post-traumatic 
etiology. . . . One may assume the probabilities 
are greatest that they are essential (idiopathic) 
rather than post-traumatie epilepsy. 


In Gibbs’ study(16), 92% of post-traumatic 
epileptics had abnormal records as com- 
pared with 47% with severe head injury, 
85% in unselected epileptics, and 16% in 
normals. 

The latter study by Gibbs, Wagner, and 
Gibbs(16) is a most important one in that 
it compared the EEG's of 125 cases of 
post-traumatic epilepsy, 215 cases of head 
injury without convulsions, 1,161 other epi- 
leptics, and 1,000 normal individuals. In- 
terestingly ths group of severe brain injuries 
without epilepsy had marked injury with 
all being unconscious at least an hour, 23% 
with brain laceration, 55% with bloody 
spinal fluid, 5% with depressed fracture, 21% 
with compound fracture, 8% subdural hem- 
orrhage, and 2% extradural hemorrhage. The 
authors point out that EEG’s done im- 
mediately after head injury are of little 
use, as at this time practically all patients 
demonstrate some findings and that as a 
result the EEGs in this study were done at 
least 3 months subsequent to the injury. 
Children were more likely to show an EEG 


abnormality. While in the post-traumatic 


series, the incidence of abnormalities re- 
mained almost constant ; in the head injury 
group, it gradually declined over a 2 year 
period. Focal findings were 4 times as fre- 
quent in post-traumatic cases as in un- 
selected epileptics, and focal paroxysmal 
findings were 21 times as common. 

After cautioning about the > Mange in- 
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herent in generalization, the author pre- 
sented the following results. : 

1. Focal EEG abnormality is strongly 
suggestive of brain damage. 

2. Other things being equal, if general- 
ized abnormality is present 3 or mor 
months after a mild head injury, the 
chances axe 16 to 1 that the приза 
antedated the injury. 

3. In post-traumatic cases, even though 
the EEG is normal, the brain may be dam- 
aged (found in 3 cases of 160, or less than 
1 in 50). 

4. lf a paroxysmal abnormality is found 
3 or more months after the injury, the 
chances are at least 27 to 2 that the patient 
has epilepsy. 

5. If a patient has seizures and shows 
focal paroxysmal abnormality 3 or more 
months after head injury, the chances are 
21 to 7 that he has the seizures as a rzsult 
of the injury rather than as a result of the 
other known or unknown factors taat pro- 
duce seizures in an unselected grou» of 
epileptics. 

6. If a normal EEG is found З ог more 
months after the head injury, the chances 
are at least 53 to 8 that the patient is not 
a post-traumatic epileptic. 


UTILIZATION OF MEDICAL EVALUATION AND 
STATISTICS IN LEGAL PROCEEDINGS 


If seizures exist, the problem is to deter- 
mine if'it is post-traumatic and if possible 
to evaluate the severity. This is a purely 
medical problem based on some of the 
principles previously described. l 

The perplexing prob.em to physician, 
lawyer, and patient alike, is how tə estab- 
lish а reasonable probability that а given 
complication will develop. Utilizing the 
information here preserted, one has the 
basis for rough mathematical estimates. 

For example, in a civilian head irjury 
caused by a blunt instrument, not a missile, 
with penetration of the skull ага dura 
mater, the incidence of epilepsy will prob- 
ably not reach twenty per cent. Since at 
least two-thirds of cases of post-traumatic 
epilepsy will develop w:thin a 2 year pe- 
riod (and this is a mfmimal figure), ii by 
the end cf 2 years the patient has not 
developed epilepsy, he now has ony a 
675% chance of doing so. Thus, other fac- 
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.tors @xcluded, the presumption becomes 


that the odds against the development of 
Post-traumatic epilepsy are 16 to one. 

As another example, one might return 
to the semihypothetical case of Belli men- 


нень We earlier. The key features were 1. А 


non-depressed skull fracture, 2. No evi- 


. dente of penetration of dura or local brain 
: injury, 3. No evidence of an abnormal EEG, 


4. Negative neurological examination, 5. 
The passage of a year, and 6. No history of 
injury (ànd if one was present, apparently 
not an injury by a missile, nor a severe head 
blow at high speeds by a blunt instrument). 

It is not necessary to comment on all 
these features. Аз to the first, the incidence 
of post-traumatic epilepsy in such cases 
may be hypothecated as being less tham 
9% (many neurologists feel that, without 
local brain irjury, such an injury is almost 
totally irrelevant to the development of 
epilepsy ). Аз to number 5, since in one year 
more than = majority of cases will de- 
velop epilepsy if, in fact, it will develop at 
all—then the chances here become less than 
1%. The odds are now so low that without 
localizing brain injury and relevant EEG 
findings, if epilepsy did develop, it would 
most likely be a case of idiopathic rather 
than post-traumatic epilepsy. Without lab- 
oring the pomt, it may be summed up by 
saying that this case has become a statistical 
nullity. i 

To quote én expert in this subject, A. E. 
Walker(49)—admittedly out of context : 


May we not szy, then, with reasonable medical 
certainty, that if a patient without neurological 
symptoms or deficit and having a normal EEG 
has gone two years after his injury without 
seizures, he will not develop post-traumatic 
epilepsy ? 


Smith(43) in his excellent article states : 


The risk of evilepsy following head injury is 
of the following order after simple concussion 
of the brain—0.02%; after linear fracture of 
the cranial vault—0.521% ; after severe head in- 
jury with depzessed fracture of the skull, frag- 
ments of which have lacerated the dura mater 
and brain—20 to 45%. It follows that in no case 
can the plaintiff prove probable future occur- 
rence of traumatic epilepsy which has failed 


-toematerialize by the time of trial without 


adducing strong corroborative evidence of im- 
pending epilepsy such as significant changes 


* 
* 


ww 
e 


k 


[ May 


in serial electroencephalograms interpreted and 
supported by competent neurological opinion. 


Thus, an effort to indicate a probability 
of occurence where, in fact, it has not yet 
occurred, faces an uphill statistical struggle. 
Based on the factors described, the ph9si- 
cian can give a reasonable opinion to the 
court for utilization in deciding such prob- 
lems. However, legal proceedings are most 
haphazard. Logically, no claimant should 
ever win a case if he has not had demon- 
strated epileptic attacks by the time of 
trial. Yet to so rule would be to deny com- 
pensation to those who do legitimately de- 
velop post-traumatic epilepsy at a later 
date. Walker(45), in & very imaginative 
suggestion, recommends that instead of 
awarding compensation to potential post- 
traumatic epileptics, an insurance policy 
should be granted with benefits to be paid 
on development of the complication. In this 
way, the patient will be compensated if 
seizures develop. If seizures do not, the 
patient will not be stigmatized and the pri- 
mary agent will not pay a penalty. 


Even if post-traumatic seizures do develop, it 
should be clearly understood that they do not 
have the same prognosis and implications as 
does so-called idiopathic epilepsy. In fact, if 
а patient has had only one or two attacks 
within the first year or two after a head injury, 
I would certainly hesitate to suggest compen- 
sation on that basis. Probably some type of 
epilepsy insurance would be the most equit- 
able means of handling these cases. There is 
excellent evidence that such patients have a 
good chance of living lives which will not be 
punctuated by convulsions. 


He feels that actuaries could work out a 


‚ usable system. Certainly high standards of 


evaluation would be needed both to screen 
out fradulent claims and to protect the 
rights of the injured. 

Related to this is the suggestion that 
some effort be made by an organized group 


of neurologists to collect standardized data , 


on head injuries on a national scale. For 
instance, every head injury treated at train- 
ing centers might be reported with the 
following information—type of injury, pres- 
ence or absence of demonstrable brain in- 
jury, EEG findings, neurological examina- 
tion, etc. Periodic follow-up could be done, 
Thus, a massive accumulation of data con- 
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cerning injuries in civil life could be ana- 
lyzed. It is apparent from the variety of 
articles with frequent contradictions that 
failure of uniform reporting has brought 
confusion which is then reflected in the 
exgert medical testimony needed in the 
legal disposition of such cases. 

It has been the goal of this article to 
correlate various reports and opinions so 
that present knowledge may be applied as 
usefully and as accurately as possible. 
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THE EFFECT OF.RESOCIALIZATION TECHNIQUES ОЧ * 
CHRONIC SCHIZOPHRENIC PATIENTS ? | 


GARFIELD TOURNEY, M.D., RITA SENF, Рн.р., Н. WARREN DUNHAM, Px.D., 


Because chronic schizophrenic patients 
constitute the bulk of prolonged саге pa- 
tients in mental hospitals, there is need to 


identify the factors contributing to the © 


chronicity of Һе schizophrenic. illness and 


to discover better methods of management - 


and treatment for these patients. The pur- 
pose of this study was to investigate cer- 
tain aspects of these problems. 

One of the principal manifestations of 
schizophrenia is social isolation(1, 7, 17). 
The patients become withdrawn, avoid in- 
terpersonal contacts, and seek a reduction 
in external stimulation. The isolation of 
patients cannct be studied in any restricted 
sense, but must be viewed in terms of their 
entire personality adjustment. The chronic 
schizophrenic patient shows a failure of 
communication, along with the use of with- 
drawal and autism as defensive mecha- 
nisms, which in turn impede the patient’s 
assumption of a social role within the family 
and society/4). With chronicity of the 
illness, schizophrenic patients tend to ac- 
cept their isolation, cling to it in a hostile 
manner, and resist the stimulation of others 
for establishing interaction. 

The symptom of isolation may be aug- 
mented through routine mental hospital 
management with its limited resources(2, 
5). The custodial management of the chron- 
ic schizophrenic patient is often aimed at 
subjection and control, rather than at an 
understanding of behavior. Problems arise 
because of the vast numbers of the mentally 
ill, the small number of employees with 
suitable training, and the relatively *low 
status and financial rewards for such em- 
ployees. Characteristically, few social .con- 
tacts occur on the disturbed wards, oppor- 
tunities -for heterosexual: interaction аге 
limited, and patients tend to be chronically 
preoccupied with their own inner conflicts. 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa, Apr. 27- 
May 1, 1959. 

v The Lafayette. Clinic and Wayne State University 
College of Medicine, Detroit, Mich. 
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Аз the patient's hospitalization cortinues, 
his motivation for recovery becomes re; 
duced, and he further clings to his hostile 
isolation, making it more difficult for per- 
sonnel to relate with him. Thus employees 
may gradually begin to feel that attempts 
at helping patients are hardly worth the et- 
fort. 

This study investigated the therapeutic 
effects of an intensive socialization end ac- 
tivity program on an experimental group 
of chronic disturbed schizophrenic »atients. 
These patients were selected from a large 
state hospital and placed in a research and 
teaching hospital. The period of active work 
"with the patients was 9 months. А control 
group, meeting the same criteria as the 
experimental group but remaining at the 
state hospital without any special treatment, 
was evaluated at the beginning and end of 
the project to compare changes in ths 2 
groups. Follow-up evaluations were also 
made. 

The intention was to provide an approach 
which could have practical application 
within a state hospital se:ting(8, 9, 10, 11, 
14, 15, 16). For this reason no indivicual 
psychotherapy was used. For the experi- 
mental group the aim was to make the 
fullest possible therapeutic use of the per- . 
sonnel and resources available. Individuals 
from various. disciplines, including psyohi- 
atry, nursing, occupational and recreational 
therapy, sociology, psychology,. and social 
work constituted the treatment and research 
team. It 15 realized that such a study in- 
volves numerous uncontrolled varialles. 
This report will be concerned main‘y with 
the psychiatric evaluation of the patients. 


RESOCIALIZATION AIMS WITH 
THE EXPERIMENTAL GROUP ' 


One of the major differences between the 
experimental situation* and the ordirary 
state hospital was the greater number ‘pf 
personnel available to work with the ex- 
perimental group patients.. The ratio of 
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personnel to patients was 1 to 2, while at 


the state hcspital the ratio was about 1 to. 


*20 or more. The participating staff were 
all under. the direction of a staff psychi- 
atrist who was in charge of the overall op- 
eration of the experimental program. А 
resident psychiatrist was responsible for 
wórking with the patients and personnel. 
The nursing staff had considerable respon- 
sibility in acting directly with the patients. 
The head nurse had administrative duty, 
such as conducting ward conferences, 
making broad assignments to the staff, and 
. coordinating their function. Staff nurses had 
close and prolonged contact with patients, 
and worked closely with occupational and 
recreational therapists in planning and ad- 
ministering the detailed activity programs. 
The attendant nurses were expected to learn 
to know each individual patient, to ac- 
quire an understanding of the patients’ be- 
havior, and to use this knowledge con- 
structively in promoting recovery. The so- 
cial worker attempted to work closely with 
a family member of each patient, with the 
aim of stimulating interest and evaluating 
the home situation as a possible resource 
for discharge. Two sociologists lived on 
the ward,. cbserving and interacting with 
the patients. 

The goals of the socialization program 
were tc stimulate interpersonal relationships 
among the patients, and to foster resocializa- 
tion and integration of ego forces. The pro- 
gram permitted patients to operate at their 
own levels of functioning, with encourage- 
` ment to progress to higher levels by provid- 
ing suitable activities. Insofar as possible, 
there was an attempt to have the patients 
participate in the weekly patient councils and 
daily program planning meetings so as to 
fit the program to their needs and desires. 
The patients lived together on one ward, 
and were not segregated by sex in the living 
and dining area. | 

Various Crugs were used in treatment, 
but principally chlorpromazine and reser- 
pine. The use of drugs was dictated by 
disturbed' behavior and was kept at a min- 
imum. No attempt was made to standardize 
the use of drugs throughout the group. 

«АП the patients participated in group psy- 
chotherapy along with various members of 
the ward szaff. The aim of the meetings 
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was to encourage the patients to discuss 
their feelings and problems as they oc- 
curred on the ward, and the ways in which 
these factors were related to their illness 
and personality adjustment. 
Li 

SUBJECTS | 

The patients had the following charac- 
teristics : diagnosis of schizophrenia, chron- 
ically ill and disturbed prior to the use of 
drug therapies, ages between 22 and 40 
years, hospitalized 3 years or longer, Cau- 
casian race, some family member available 
for contacts with the hospital, no marked 
physical defects, no recent electroconvul- 
sive therapy, and average intelligence as 
estimated from clinical impression. Of the 
20 men and 20 women, 10 men and 10 
women constituted the experimental group, 
the remainder the control group. An at- 
tempt was made to match the experimental 
and control patients in pairs of the same 
sex so that they would be equivalent in 
age, type of symptomatology, duration of 
hospitalization, and general appearance. 
Comparative data for the 2 groups are 
given in Table 1. 


PROCEDURES OF OBSERVATION 
AND DATA COLLECTION 


Techniques used by the psychiatrists and 
nursing staff focused mainly on appraisal of 
the individual. Both groups were evaluated 
at the beginning and end of the project, 
and again 20 months later. 

The Hospital Adjustment Scale(6, 12) 
was used to measure the patient's adjust- 
ment to the hospital situation ; it is based 
on clear descriptions of overt behavior, such 
as personal appearance, hygiene, amount of 
activity, and social participation. These 
scales were filled out by the head nurse 
anda psychologist ; at the state hospital the 
necessary information was secured from an 
employee who knew the patient well. 

Both psychiatrists examined the patients 
clinically, following a standard form for 
mental status examination, and rated the 
patients on the Malamud-Sands psychiatric 
rating scale(13). This scale was used to 
give an objective indication of the degree 
of psychopathology ; it includes items for 
evaluation of general behavior, thought 
content, mood, affectivity, and association 
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TABLE 1 ө 
MEAN AGE AND DURATION OF HOSPITALIZATION BY GROUPS AND SEX 
Experimental Group (N—20) Control Group (N=20) 
Mean Аве Mean Duration of Mean Age Meaz Duration of 
» Hospitalization Hospitalization 
Men 29.6 32.1 8.0 
Women 32.7 rib 33.0 7.8 e 
Total 31.1 6.8 32.5 7.9 


processes. At the end of the project the psy- 
chiatrists also rated the patients overall 
change. A follow-up was made by social 
workers to determine the status of the pa- 
tients 8 months after termination of the 
project. Twenty months after termination 


the available patients were rated by the. 


staff psychiatrist оп the Malamud-Sands 
Scale, and the Hospital Adjustment Scale 
was also administered. 

For the experimental group, the Mal- 
amud-Sands ratings and the Hospital Ad- 
justment Scale were also obtained at 2 
intermediate times—approximately 3 and 6 
months after initiation of the project. Since 
these interim data did not provide any ad- 
ditional information, they will not be re- 
ported here. 

The experimental group patients were 
observed at meal times by the sociologists, 
who recorded on a diagram where each 
patient sat. The tables each seated 4 pa- 
tients, and there was a consistent pattern 
of furniture arrangement. Observations 
were made during the first 8 months of the 
project ; for anaylsis they were grouped into 
16 sets of 20 meals each. One aspect of 
these data will be reported here, i.e, the 
number of associations with the opposite 
sex. For each patient the percentage of het- 
erosexual associations was obtained for 
each of the successive sets of meals. The 10 
men were divided into 2 groups of 5 each, 
an "improved more" and an "improved less" 
group. This classification was based on the 
clinical judgment of the psychiatrists. The 
mean percentage of heterosexual associa- 
tions was calculated for these groups. The 
women were similarly divided into 5 "im- 
proved more" and 4 "improved less." Data 
were not available for one woman, who 
would not voluntarily eat at the table. 


+ 


e 
RESULTS AND DISCUSSION 


The mean Hospital Adjustment Scale 
scores are presented in Table 2. The experi- 
mental group was slightlv better adjus-ed 
than the control group, and the women 
slightly better than the men, but neither 
of these differences was significan-. The 
one clear change from the initial to :he 
terminal test is that the experimental group 
men improved significantly (p<.08), com- 
ing up to the level of the experimental 
group women. А possible explanation of 
the relatively poor mean score cf these men 
on the initial test is the lack of heterosexual 
interaction for them on the chronic wards 
of the state hospital. Female patients at 
least have some interaction with male phvsi- 
cians. The lack of improvement on the 
terminal test for the wornen may be due 
to the marked exacerbation of schizophren- 
ic symptomatology in 2 female patients, 
which undoubtedly offset the slight to m»d- 
erate improvement seen clinically in the 
other women. Differences between mean 
scores at termination and 20 months leter 
were not significant. 


Looking at the results of the Malamid- ` 


Sands ratings in Table 2, it is apparent 
that the two psychiatrists differed in their 
evaluation of the patients’ psychopathology. 
Dr. A rated the patients slightly better 
on the terminal than on the initial test, эш 
this difference was not significant. According 
to his ratings, the experimental group did 
not differ from the control group, nor did 
the men differ from the women. Dr. B's 
ratings, however, showed the experimental 
group as significantly less pathological than 
the control group (p<.05), and the pa- 
tients in general as Бефег on the terminal 
than on the initial test (p<.025). His rg- 
ings tend to indicate greater improvement 
for the experimental than for the control 
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s TABLE 2 | 
. . . HOSPITAL ADJUSTMENT SCALE AND MALAMUD-SANDS RATINGS 


‚ -NIHAL, TERMINAL, AND FoLLow-Up MEAN Scones 1 py GROUPS AND SEX 


Experimental Group 


: Ж Меп 
ospital Adjustment Scale * 

e initially 51.5 

. At Termination 66.3 

` e 20 Months Later 61.9 
Malamud-Sands Ratings ?—Dr. A 

Initially ' 04.4 

At Termination ' 46.1 

; 20 Months Later 56.0 
Malamud-Sands Ratings г. B 

Initially - 46.1 

At Termination | | 35.9 


Control Gr oup 


Women Men W omen a 
69.5 465 ^^. 580. 
65.2 396 ... 605 

‚ 74.3 57.9 55.9 
57.8 57.4 60.2 
53.5 59.9 58.0. 
49.0 48.4 . 52.1 
465 С 490. 500 
39. 46.2 748,8 


1 Each mean is based on 10 cases, except for the 20 month follow-up, where N-8 Е the -Ex-. 
perimental Group women ‘and N=9 for the, Control Group men. 


2 The higher the score, the better the adjustment. 
3 The lower the score, the better the adjustment. 


group. Inspection of Table 2 also reveals 
the interesting fact that Dr. B's mean ratings 
in every case were more favorable than Dr. 
A's, Each psychiatrist had equally brief 
contact with the control group patients ; 
here Dr. B rated the patients slightly more 
favorably than did Dr. A. Dr. B diverged 


even more from Dr. A with respect to the ` 


experimental group. This is no doubt.a 
reflection of the fact that, in addition to a 
generally more favorable rating tendency, 
Dr. B was much more closely and intimately 
involved with these patients than was Dr. A, 
whose contact with them was more limited. 
. Dr. A's follow-up ratings did-not differ 
significantly from those at termination, ex- 
cept for the experimental group men, who 
were rated as significantly worse (p<.05) ; 


these follow-up ratings were approximately 


the same as the initial ratings. 

In their terminal clinical ratings of 
change (Table 3), the 2 psychiatrists 
agreed quite closely in their evaluations of 


the experimental group ; ; each considered 
9 patients (45%) to have shown some im- 
provement.. For the control group, they 
also agreed fairly closely as to the number 
showing improvement, but differed’ some- 
what as to the number of patients rated 
worse, with Dr. A in this case giving the 
more favorable ratings. In comparing the 
2 groups, these ratihgs favor the experi- 
mental group. 

Since the 2 psychiatrists tended to agree 
more consistently in their overall clinical 
ratings of the patients than in their Mala- 
mud-Sands ratings, it is concluded that 

certain. personal discrepancies occurred in 
the utilization of .the latter device. There- 
fore conclusions drawn solely from the Mal- 
amud-Sands ratings are ambiguous. -__ 
. Although numerically: Dr. A's ratings at 
termination and 20 months later were es- 
sentially the same, it is interesting to note 
that many of these figures do not refer to 
the same patients, тшшн the variability 


Е mE i TABLE 3 


e ^.^ OVERALL CLINICAL RATING OF CHANGE | 
3 ' | Experimental Group | Control Group 
EN e | Worse Same. Improved Worse Same | Improved 
A@Termination—Dr. А 2- 9g 9 2 11 7 
At Termination—Dr. B 2 9 9 — a 6 6 8 e 
20 Months Later—Dr. А 1 1l 8 1 | 13 6 
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of symptomatology over a period of time. 

Table 4 reports the disposition of pa- 
tients at termination of the project and 8 
and 20 months thereafter. At termination, 
6 members of the experimental group were 
able to leave the hospital and be placed on 
family care or convalescent status, No pa- 
tients were able to assume any degree of 
responsibility for themselves, and they 
continued to require supervision. During 
the 8 month follow-up interval, no further 
significant change occurred. After 20 
months, only 3 experimental group patients 
were outside the hospital. Thus the ex- 
perimental group lost its apparent advantage 
over the contro] group. The number of 
experimental group patients placed outside a 
hospital at termination may reflect the 
therapeutic enthusiasm of the participants. 
The patients’ relatives may also have con- 
tributed to this enthusiasm, as well as gain- 
ing a greater acceptance of the patients’ 
pathological behavior. The lack of any sus- 
tained improvement over a prolonged peri- 
od led to their return to the hospital. 

In observations of clinical changes in the 
experimentel group, it was impressive that 
the accessory schizophrenic symptoms, as 
defined by Bleuler(3), improved some- 
what, while the fundamental symptoms re- 
mained relatively intact. Such accessory 
symptoms as hallucinations, delusions, and 
hypochondriasis were reduced. The ра- 
tients tended to block less often in their 
verbal productions, and related much better 
in interpersonal situations. Improvement 
was apparent in disturbed behavior patterns 
and catatonic symptoms. Thus some of the 


social isolation of these vatients was *over- 
come, but the fundamental schizcphrenic 
symptoms persisted, particularly the dis? 
turbances in the associations and atfectivity. 

An interesting feature evident in these 
patients was the periodicity of the sympe 
tomatology. Over several months, some 
patients improved, then maintained their . 
improvement for a few weeks or months, 
only to relapse again into severe schizo- 
phrenic psychopathology. At times it was 
possible to relate such a relapse to cer- 
tain specific stimuli, such as a traumatic 
visit home with the patient's fami y. Cer- 
tainly the patients were very sensitive to 
any type of situational stress. This marked 
sensitivity toward stress has tremendous 
significance in any attempt at rehabilitation, 
since return to society necessitates а capac- 
ity to tolerate a number of stresses from 
Which the patients have isolated themselves 
successfully by their illness and their hos- 
pitalization. 

In having both sexes function together in 
most of their activities in the experimental 
sétting, a number of significant patterns 
of sexual behavior were observec. Auto- 
erotic behavior, genital exhibitionism, and 
overt masturbation occurred rather infre- 


.quently compared with the attempts at 


establishing object relations. Patients en- 
joyed holding hands, embracing one an- 
other in certain situations, kissing, fondling, 
and other types of sexual advances. These 
occurred in a very impulsive fash.on; for 
example, some patients would go from one 
to another patient, kissing and fondling,’ 
often not differentiating one sex from the 


TABLE 4 
DISPOSITION AND FOLLOW-UP or PATIENTS 
: Hospitalized Family Сота, escent 
Care і Sietas 1 
Experimental Group 
| At Termination 14 5 | 1 
8 Months Later , 18 5 2 
20 Months Later 17 0 . 3 
Control Group 
At Termination 19 1 0* 
8 Months Later 18 2 е 0 
20 Months Later 17 1 2 


$ Family care and convalescent status are dependent on improvement in behavior, but not necessarily 


on any change in basic psychopathology. 
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othe? Most of this behavior was hetero- 
sexually rather than homosexually directed ; 


In discussions with the patients they. ex- 
pressed pleasurable feelings about it. Poor 


.' judgment wes evident in their expression of 


ch behavior, and they had little under- 
standing of social attitudes toward their 


| impulsive sexuality. Most of the sexual 


behavior was of a tactile and oral type. 
Although patients attempted genital stim- 
ulation, such behavior was prohibited in the 
atmosphere of the hospital. These obser- 
vations illustrate that sexuality in the schiz- 
ophrenic patient is not totally repressed nor 
solely narcissistic, but that attempts at some 
type of primitive object relation occur. 
That.the ability to engage in hetero- 
sexual contacts bears some relation to 
amount of improvement shown by experi- 
mental group patients is evidenced by 
Figure 1, which shows the course of heter- 
osexual associations at meal times for men 
and women, divided into those who im- 
proved more and less. At the state hospital, 
opportunities for any heterosexual relation- 
ships were very limited, and particularly 
so for the men, since for the most part 
they had male doctors and attendants. In 
view of this previous history, it is inter- 
esting that for both sexes, but particularly 
strikingly for the men, the "improved more" 
patients showed in general a consistently 


FIGURE i 


HETEROSEXUAL ASSOCIATION AT MEALS IN 
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greater number of heterosexual associations 
at meals. For the men who improved more, 
there was a steady rise in heterosexual as- 
sociations during the 8 months covered, 
beginning at about 30% and increasing to 
from 60% to 75% of such associations. For 
both the men and the women who im- 
proved less, there was a fairly steady 
dropping off in heterosexual associations 
in the last 4 months of the project, with 
both these groups ending at about 30£ of 
such associations. 

А. number of personnel problems were 
manifest in this study. It is interesting to 
note that the majority of the personnel in 
the experimental situation were Negro, 
while the patients were all white. The effect 
of this racial difference was not measured, 
but it seems reasonable to speculate that 
it would make for greater difficulty in 
establishing close interpersonal ' relations 
between staff and patients. 

Many of the nurses and attendants lacked 
a suitable background of education or ex- 
perience for much of the work required. 
Throughout the project the personnel were 
asked to assume greater responsibility for 
the management and treatment of the pa- 
tients, and to attempt to establish a close 
relationship with them, in spite of the pa- 
tients’ hostile isolation. Initially the per- 
sonnel showed tremendous enthusiasm, but 
with the тапу frustrations involved much . 
of this enthusiasm waned. It was apparent 
from the study that psychiatric nursing 
practices are poorly defined, and that nurs- 
ing personnel are often confused in their 
work with patients. Status problems were 
created by the attempt to give a more 
therapeutic role to the nursing personnel ; 
this factor mav have limited their influence 
on the patients. The research ward staff had 
greater prestige and status in terms of the 
additional role in which they functioned, 
but this role required a greater responsibil- 
ity and in many ways a reduction of the. 


distance between personnel and patients. 


The aloofness often maintained by nursing 
personnel had to be overcome, and in this 
process insecurity feelings were often evi- 
dent. With such frustrations and feelings, 
individual personal problems of staff mem- 
bers were intensified. This led to undug 
emphasis on many insignificant aspects of 
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ward operations, with fewer attempts at 
active interpersonal contact with patients. 
From the viewpoint of effects on the 


‘basic schizophrenic psychopathology, the 


< 


results of this study were not encouraging. 
The practical application of these specific 
techniques to larger chronic schizophrenic 
populations, such as those in state mental 
institutions, does not seem warranted in 
view of the limited improvement seen in 
the accessory symptoms, the large numbers 
of personnel and special facilities needed, 
and the associated high financial expendi- 
tures. Аз far as this study has demonstrated, 
modifications of hospital culture have little 
or no impact on the basic schizophrenic 
psychopathology of chronically disturbed 
patients, and other approaches to the solu- 
tion of the problem must be sought. 

These results do not preclude the pos- 
sibility that intensive socialization tech- 
niques are beneficial to many psychiatric 
disorders, including schizophrenia, particu- 
larly during its early manifestations when 
there is a greater chance for reversibility of 
the process. This problem was not evaluated 
in the present study. The results merely 
emphasize the limitations of socialization 
programming in attacking the basic psycho- 
pathology cf the chronic schizophrenic pa- 
tient and in effecting consistently satisfac- 
tory treatment results. 


SUMMARY 'AND CONCLUSIONS 


A description has been given of a rehabil- 
itation research project for chronic dis- 
turbed schizophrenic patients who had 
been hospitalized on the average for about 


.7 years. 


In the experimental group а modification 
was seen in many of the accessory symp- 
toms of schizophrenia, such as disturbed 
behavior, Celusions, hallucinations, fnute- 
ness, and withdrawal; these changes al- 


lowed a tenuous type of socialization. The. 


“fundamental symptoms of schizophrenia, 


the disturbances in associations and affec- 
tivity, remained. The control group demon- 
strated essentially no change. Follow-up 
evaluations cf the hospitalization status of 
both groups 8 and 20 months after termina- 
tion of the study showed almost no further 
changes. 
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In the process of resocializatior df the 
chronic schizophrenic patient, a primitive 
type of sexual object relation occurs, man“ 
ifested in both homosexual and hetezosexual 
behavior. It is suggested that patients who 


can engage more in heterosexual contactg, ms 


when these are available, are more likely 
to show a generally improved socia. adjust- , 
ment. 

The changes observed were Бөре to 
be of limited therapeutic siznificanc» in 
view of the numbers of personnel involved, 
special! facilities, and resultant costs for such 
a program. Further limitations influencing 
the practical aspects are the didiculties 
experienced by personnel interacting in a 
close relationship with chronic schizopkren- 
ic patients. These include adverse Dersonal 
reactions, status problems, and difculties 
in maintaining a consistent interest in the 
project. 

It may be concluded that in the schizo- 
phrenic illness, the accessory syraptoma- 
tology is related in part to psychcculiural 
factors and can therefore be modifiec by 
as described in 
this study. . 
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A CORRELATION OF SYMBOL ORGANIZATION : 
WITH BRAIN FUNCTION (EEG): „ 


ROBERT COHN, M.D.? 


“When pàvsical changes of the environ- 
ment operate on the sensing organs of the 
body, patterned impulses are impressed on 
the more cer.tral receiving systems to gener- 
ate psychophysiological information that 
something has happened. Although sense 
data are obviously derived in a space-time 
continuum, the necessary repetitions and 
reinforcements of sense data as evidenced 
in "learning" prior to recognition of "sig- 
nificant" activity, actually tend to divorce 
sense data from the particularity of time. 
Consequently sense data appear to be of 
the dimensions of space. This conforms to 
the idea of spatial organization being para- 
mount in discriminative brain function. Be- 
cause these sense data cannot generate in 
the brain an exact replication of the physical 
excitants, the transmitted data must be 
patterned in such a way that the brain 
receiving mechanisms recognize the recur- 
rent impulses. In that recognition must 
result from a coded action, it, therefore, 
must be an abstraction of the physical 
changes; I would like to designate this 
perceptual phenomenon as a first order 
symbolic process. 

Inference(1), which connotes the role 
of indirect, impersonal determinants of 
behavior assumes two major forms; 1. 
Representational and 2. Non-representa- 
tional. ` 

In this paper the representational mode 
is designated as а second order symbol. 
Such second order symbols are exampled by 
picture or sound forms which through con- 
vention, or gross two- or three-dimensiona] 
similarity to the physical data, present to 
the brain material that evokes, or may po- 
tentially evoke, behavior just as if the 


. physical elements themselves had been pre- 


sented. Thus, although the symbol of water 
in a picture nas not the property of wetness, 
fluidity, ard mass, it nevertheless coriveys 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

20. S. Naval Hospital, National Naval Medical 
Center, Bethesca, Md. 


to the brain the idea of the physica] eje = 


ment with all the properties noted above, 
and which under certain conditions is able. 


to generate behavior just as if the-aetüal | . 


water were present. 

When the symbol processes become suf- 
ficiently non-representational so taat they 
in no way convey a paradigm of che physi- 


‘cal data for which they are a token, a new 


level of symbolization is achieved; these 
I will designate as higher order symboliza- 
tion processes. This higher order, abstract 
behavior operator may be best demonstrat- 
ed in the evolution of written languages, 
in which the earlier representational ana- 
tomical part, or other common objects of 
the environment became generalized to 
form marks divested of anzlogs of their 
origin. 

Thus, through direct sense data, and 
inferences derived indirectly through re- 
activation of remote experiential data and 
through higher order symbol operacions, 
the organism is made aware of its existence. 
This existence is thus derived through the 
process of symbol formation and symbol 
transformation. 

One facet of the second and higher order 
symbolization processes is brought under 
consideration here: the drawing of the 
human figure. The use of the pictorial form 
of man carries with it an inherent element 
of uncertainty. This «uncertainty results 
from the inability to weight the relative 
content of the representational and higher 
order symbols in any particular portrayal. 
Even in the simplest presentation, the 
representation component is manifest in, at 
least, composition. To accentuate this basic 
uncertainty, any elementary part of the 
depiction may be construed as a sacond or 
higher order symbolization depending on 
the sophistication of the observe-. Despite 
these fundamental problems, the study of 
picture drawing affords information as to 
the process of symbel formation, symbol 
use, and symbol dissolution. 3 

It has been observed that the spontaneous 
pictorial production in many 34-year-old 
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children may be bizarre with little evidence 
of representation of the human figure, even 
№ elementarv composition. To a high de- 
gree this apoears to be the result of an 
inability to order volitionally the parts in a 


we _ Sequential way. 
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SPONTANEOUS PICTURE (LEFT). PICTURE 
DRAWN TO DICTATION (RIGHT). 
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In Figure 1, the picture to the left, 
drawn by a child of 3% years, constitutes the 
spontaneous "picture of а girl" Real effort 
was expended; the child named several 
face parts as she made incomplete, complex 
drawings. The picture to the right was the 
result of dictation; here each part was 
given to her by name in the following 
order: head, eyes, ears, legs, belly, arms, 
nose, mouth, and hair. It is observed that 
the whole person is encompassed in a closed 
space symbo.ized as "head." This output, 
of course, is similar to the normal produc- 
tion of a child of the age range between 32 
and 5# years. 'This portrayal is of particular 
interest in that this child, as most children 
of this age group, can correctly point to 
all body parts when asked to do so from 
a two-dimensional manikin. Such command 
productions strongly suggest that the child 
has a much better organized body image 
concept than would be gleaned from the 
spontaneous formulation. It is of interest 


alsg, as seen in the figure, that the electric ? 


3 Electrode Placement: 'The number corresponds 


to tracing line. Top line is number 1. 
* 


* 
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output of the brain in these children gen- 
erally is not well organized when compared 
with adult records. 





That the form of the child’s picture of a 
person may be quite independent of a 
particular culture is shown in Figure 2. 


s 


К 12.27.58 
Fic. 2 
PICTURE OBTAINED FROM LACANDONIAN 
INDIAN BOY, AGE 6 YEARS. 


This picture was drawn by a 6-year-old | 


Lacandonian Indian boy from Chiapas, 


Mexico, who had only been out of the 


jungle for approximately 4 months. Be- 
cause of bilateral congenital cataracts, the 
boy was not observed to indulge in spon- 
taneous graphic expression, nevertheless 
the accomplished picture, in all ways, is 


et 
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consistent with the average child's produc- 
tion of the same age in our own culture. 
It has been observed that the pictorial 
presentation in the normal adult individual 
is remarkably constant. This is shown in 
Figure 3. The picture on the left was pro- 
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CONSTANCY OF ADULT PORTRAYALS. 


duced in 1955 ; that on the right was made 
in 1959. The contours and general composi- 
tion are remarkably similar. The EEGs 
and neurological examinations were in no 
way remarkable. In other drawings, it is 
also observed that despite various distor- 


tions of the picture during the phases of 


most disturbed brain function, the basic 
contours and compositions retain their 
characteristics in serial portrayals. In chil- 
dren this ccnservatism does not prevail. 
This is demonstrated in Figure 4, where, 
in the course of one year, a portrayal may 
change from a child’s type to that of the 
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MATURATICN OF PICTURE DRAWING WITHIN = 


‚ ONE YEAR, ALso “MATURATION OF ЕЕС 
PATTERN, 
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adult pattern. The EEG may mature in a 
similar way. 

In the adult, it is a common, ba: nct aft 
invariable phenomenon, that behavioral 
attributes are manifest in the depictions of 
the human form. Such depictions are par: 
ticularly evident during stress situa-ions 
( Figure 5). 





Fic. 5 
REPRESENTATIONAL PICTURES. 


The patient was a Captain in the Navy who 
on retirement was elevated to the rank of 
Rear Admiral. Approximately one month prior 
to examination he sustained a pcssible fracture 
of the middle cervical vertebrae. He was placed 
in traction by means of Crutchfield tongs and 
then immobilized in a body-head cast that ex- 
tended from the pelvic level to the top af his 
head; openings were allowed for the c-own 
of the head, the ears, face, and arms. Within 
a few days following this restrictive immobili- 
zation, he began to hallucinate, to Indulge in 


mysterious Morse code messages, and {о еп-. 


gage in a rambling continuous type of verbal- 
ization. 

The spontaneous picture production at this 
time was certainly representative of his plaster 
uniform. It will also be observed that he placed 
his two stars over the upper part of the symbol 
of the cast. In such productions, there is little 
doubt of "self" portrayal. The EEG showed no 
gross abnormality. The depiction to the right 
is from the same patient 7 weeks lacer. This 
production occurred in a phase, of “recovzry”; 
he spoke in a low tone of voice and was en- 
tirely logical in all verbalizations. Не discussed 
his family and his imminent discharge from 
the hospital. It is observed Ња the delinea- 
tions are. incomplete, perseverative and that 
little pressure is exerted with the pencil. Че 
was obviously very introspective and quite ill- 
at-ease. 
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Tht representational quality of picture IN ane that Н ЫН ы мы 
production is also evident in the large 
dumber of neurologically normal subjects vu D а ah a 
at this hospital who portray uniformed 
persons (Figure 6). No significant EEG 
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ТК . DEPICTION WITH LEFT HOMONYMOUS VISUAL 
c a FIELD DEFECT. 
МАЛАА ДА AA Imm, AI, ur Bt 
: left side ; position sense of the upper extremity 
was absent even at the elbow joint. The re- 
eu We OMNE USUS flex pattern on the left side was indicative of 
A pyramidal motor system involvement. The pic- 
ture showed a head element with attached 
E 6 "ve^ ^ lower extremities abutted in a disconnected 


REPRESENTATIONAL PICTURE. 





findings are evident in the excerpt of this 
particular subject. 

The common factors in the above types 
of production which have been illustrated 
are : 
organization ; (b) the retention of instru- 
mentalities to accomplish the pictorial op- 


. eration. 


Acute unilateral lesions of the central 
visual apparatus, involving the geniculo- 
cortical pathway, generall result in re- 
markable asymmetric distortions of the 
person symbol (see Figure 7). 


The patient was 65 years old. Approximately 
10 days prior to study, he was working as a 
watchman when he suddenly became unable 
to stanc. He did not lose consciousness, nor 
did he complain of headache, On examination 
he maintained conjugate gaze to the right; 

there was a left homonymous hemianopia. In 
reading the word "Chester," he saw only the 
"ter" апд read “Peter.” He discussed his as- 
pirations and his contern about his ability to 
асфеуе them. While speaking, he often showed 
forced crying. There was no evidence of denial 
of illness despite an almost hemianesthetic 


(a) the presence of sentient brain . 


way on the right side of his drawing ; although 
the eyes were omitted,.an attempt was made 
to place hair on the head. The EEG showed 
slow activity in the post-rolandic derivations of 
the right brain. 


Another case of the effect of visual field 
disturbance is shown in Figure 8. 


This patient was 20 years of age. Three 
months prior to the examination he had a strep- 
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Ж Fic. 8 
FACE AND HEAD DISTORTIONS IM LEFT 
HOMONYMOUS HEMIANOPIA. 
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tococcal meningitis ; he apparently recovered 
but later developed signs indicative of a brain 
abscess. Following the abscess evacuation, a 
spastic left hemiplegia including thé face en- 
sued. On examination he complained of gen- 
eralized head pain. Speech was ideationally 


and mechanically intact. Over the left side’ 


epicritic sensation function was decreased, but 
position sense was disturbed severely in both 
the upper and lower extremities. Localization 
of areas of cutaneous stimulation was markedly 
impaired. The deep tendon reflexes were hy- 
peractive on the left, but no Babinski sign 
was elicited. A left homonymous hemianopia 
was observed ; however, he seemed aware of 
the left space. The picture drawing showed a 
simplicity of composition, but was noteworthy 
because of the displacement of face parts and 
head appendages on the left side of the por- 
trayal (his left visual field). The EEG showed 
an intense slow wave output over the right 
cerebral hemisphere. 


= dn Her» 

tur Pme n PP IIT gE adn ata roh S tm a, pt 
Pu Nr Cond tered en tue P ee dle a 
rta UA sty А ме ЧА га 
Fol fT ы н а оные 

аа in аайы а Амы ba Prem, аднае 
АА ag S i AP 

LL ed. Ie " 

T tgp Nr pa Pan 

rfjg anadate Pen Pes pif t, фл 
S VI SP tS rede aM P HEC a 

А А 

Ate Rm Age н ы НИИ DNE ORI 


Frc. 9 
DISTORTION ASSOCIATED WITH BRAIN ABSCESS 
(RIGHT TEMPORAL REGION). NOTE SIMILARITY 
OF FACE FEATURES. 


Figure 9:is the production of a 35-year-old 
man who 3 months previously had a right 


 mastoidectomy. He was oriented for time ; no 


right-left confusion or disturbed space con- 
cepts were elicited. He yawned repeatedly and 
complained of a severe headache over the right 
eye and temporal region. The left eyeground 
showed panilledema with hemorrhage. The 
right pupil measured 4mm. and the left 34 mm. 
1 diameter; they responded to light and in 
convergence. А tennis ball was called a "rubber 
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ball" in the left hand ; in the right Land, the 
bal was named correctly. The persistence 
time to pin prick was increased, and the adap- 
tation to pin prick was more rapid ovec the left 


side. The deep tendon геНехез were approxi- 
mately equal. No Babinski signs were elicited, 


but abortive ankle clonus was more marked бп 


the left side. His first picture drawirg (ей) 
consisted of a remarkably disprovortioned żeļe- °, 
scoped individual; the extremities were ap- 
proximated to the body in a rough way. The 
delineations were perseverative. The EEG 
showed prominent slow activity over the left 
temporal region. 

Following surgery for the evacuation of a 
brain -abscess he maintained an .mmobile 
facies; he had difficulty in recognizing the 
spoken word. His speech was monotonous. He 
named colored objects applied in each lateral 
field of vision. The papilledema had receded. 
The face showed asymmetry in static and dy- 
namic action on the right side. His tcngue 
deviated to the left when protruded. There was 
reduced perception of the big toe pcsition on 
the left, and the deep tendon reflexes were 
increased in amplitude оп the same side. On 
December 8, 1958, it was observed that the 
left homonymous visual fields were 20n-func- 
tional. The right face was still less mcbile than 
the left. Occasionally the left leg indulged in 
spontaneous clonic activity. There was marked 
reaction to cold when applied over the entire 
left side of the body. This patient's picture 
drawing was symmetric, but the lines were 
dystaxic and perseverative. Despite the ob- 
viously different compositions of the 3 pictures, 
the mouthparts, eyelashes, eyes, anc ea- for- 
mations are similar in each production. The 
EEG had returned to an essential; normal 
type by the time of the third picture. ' 
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Fighre 10 was obtained from a 63-year-old 
man who awakened with clumsiness of the ex- 
tfemities of the left side’on September 3, 1956. 
А{ no time was there headache. Speech was 
ideationally and mechanically adequate. There 
was no denial of illness. There was hemi-inat- 
tention in the left fields of vision with simul- 
tanebusly applied objects in the temporal 


visual fields. He failed to resolve homolateral 


douBle simultaneously applied cutaneous stim- 
uli on the left side. Position sense of the digits 
of the upper and lower extremities was dis- 
turbed. The maximal left-sided weakness of the 
extremities was in the proximal elements. Deep 
tendon reflexes were increased in amplitude 
over the left side. No Babinski signs were 
elicited. 

The picture drawings showed a modified in- 
complete profile. The parts of the left visual 
field were omitted. Perseverative delineation 
was also evident. The EEG output was dom- 
inated by 6 and 7% per second activity. 

On January 30, 1959 the patient was again 
studied ; he remembered his previous visit. He 
walked in a slow insecure way; there was a 
reduced amount of associated movement of the 
right upper extremity. He spoke rapidly, ap- 
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parently to retain the contextual thread. The 
left visual field inattention persisted as he 
occasionally was surprised to “see his left hand 
come into view.” The picture production, 
Figure 11, is remarkably similar to that ob- 
served previously. The 7 per second activity, of 
the EEG is somewhat more prevalent than in 
the earlier tracing. у 


Ín toxic states the distortions in the pic- 
torial representations are general in dis- 
tribution. The distortions may consist in 
varying degrees of combinations, of exag- 


geration of parts, grotesqueness of com- : 


position, of telescoping, or of perservation 
of the delineations. 
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SPONTANEOUS PICTURE (LEFT). 
EFFECT OF ALCOHOLIC INTOXICATION (RIGHT). 


Figure 12 was obtained from a 30-year-old 
officer who shortly after reporting for active 
duty had a witnessed grand mal seizure. On 
neurological examination no gross abnormali- 
ties were observed. His picture was of a 
stylized "angelic" type (left) but aside from 
failure to plan £or the edge of the paper og 
the right the picture was symmetrical. The 


- 1960 ] 


picture on the right was obtained 2 days later 
after the patient had admitted in a mushy 
voice that he had been a "naughty boy while 
on liberty." The EEG was composed of 12 to 
14 per second activity ; Bogans test for alcohol 
was estimated as 1.5 mg./cc. of blood. His 
picture at this time, although similar in con- 
tour and design to the previous one, was 
poorly organized, disconnected, and linearly 
perserverative, Within 10 minutes after draw- 
ing the picture he became unaware of the 
environment. Corneal stimulation resulted in 
no responses ; there was no withdrawal from 
pin prick or deep pressure. 


In vascular lesions that do mot involve 
the visual apparatus, the picture production 
shows a generalized distortion and sim- 
plicity of pattern (Figure 13, left). 
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ACUTE CEREBRAL VASCULAR ACCIDENT (LEFT). 
MODERATE RECOVERY (RIGHT). 
NOTE SKELETAL DESIGN IN EACH FIGURE. 


Ап example is afforded by a 35-year-old man 


` who had a sudden onset of right hemiparesis 


and a voluble jargon aphasia. There was diff- 
culty in comprehending the written or spoken 
word. Only occasionally was a right-left con- 
fusion observed. Dynamically the right face 
was flat. In sensory function the major defects 


. were in position sense, two-point discrimina- 


tion, stereognosis and failure to resolve double 
simultaneously applied cutaneous stimuli. 
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There was a Babinski sign and .hypéractive- 
deep tendon reflexes on the right. His picture 
was formed from a stick figure with unusually 
applied digits. The EEG showed Мез valtage, 
3 to 5 per second waves dominating the left 
brain output. 

Át the time of the drawing on the right“6f 
Figure 13, the patient was able to walk. ‘When 
his speech became garbled he was now, able’, 
to write his wants. He proved to bé fnuch 
more effective on this visit. Although his pic- 
ture was better organized, he still utilized the 
transparency technique. The slow output of 
the EEG was much reduced in prominence. 


From the data it appears that ta» picture 
drawing fluctuates between a second and 
higher order symbol as earlier deadned The 
picture produced, however, арреєтѕ to be 
more of a higher order symbol than a pure 
representation. This derives from the fact 
that usually in only one or two elements of 
any given picture in this series, is а domi- 
nant characteristic of the individual por- 
trayed. Also it appears that classical repre- 
sentation requires an innate compulsion to 
render, or reproduce, the object in a “per- 
fect” form, or as an abstracticr. of the 
perfect form. The crudest drawing and the 
most acclaimed picture are symtols with 
but varying qualities of perfection of 
rendering. 


SUMMARY AND CONCLUSION 


My thesis is that the more related the 
replication is to the sense data, tae lower 
is the order of symbolization. Consequently, 
irrespective of the complexity and mean. 
ings of the subject matter, as perfsction in 
rendition is accomplished, the lcwer the 
order of symbol portrayed. In <his sense 
the natural development of artistic forms is 
in non-representational geometric and sur- 
realistic. symbols. This logic induces a 
paradoxical situation. Are the scribblei de- 
lineations of the child, and anthropoids, 
high order symbols ? Certainly tke child's 
scribbles do net have representational value. 
This potential paradox is resolved when it 
can be demonstrated that the scribbling has 
very little, or no, second order symbol value 
to the child. This major point is elucidated 
by asking the child tÓ point out, after the 
scribbling, even if he has named arato-fica] 
parts during tke production, the various 
components. This is hardly ever accom- 
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plished correctly, even when there is only 
little time delay from the scribble to the 
interrogation. If the time delay is long 
and/or the picture rotated, the child can- 
not point out the body parts he has named 
in his scribbled display, but he can easily 
do this from a conventional two-dimen- 
.sional manikin. As a consequence it appears 
ах he scribble constitutes а mark with- 
out particulate, or general, symbolic value. 

Further evidence that the picture draw- 
ing is an individual symbol of a person, and 
not necessarily a representation of the body 
image concept, is the fact that irrespective 
of the vicissitudes of brain function, in 
general, the major elements are faithfully 
reproduced, even when the composition is 
unilaterally or generally disturbed. 

The specific, asymmetric distortions are 
a further point in favor of this concept. It 
seems very clear that these distortions when 
present are a manifestation of a disturbance 
in the instrumentalities ; that is, the visual 
field is lost to the individual and: conse- 
quently he displaces the elements in the 
blind field. A fruitful study might be the 
attempt to discover why some individuals 
with visual field defects do NOT portray 
asymmetric picture drawings. 

It is of course, possible to discuss the 
presented data in the fabric of the body 
image concept, and its distortions. This, 
however, implies а one-to-one correspond- 
ence between the depictions and the body 
image concept. From my material, this 
direct correspondence is difficult to demon- 
strate, However, if material such as that 
comprising Figure 2 could be amplified and 
‘confirmed, the direct relation between body 
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image concept and' depiction might be 


‘demonstrated. Irrespective, it is quite clear 


that the body image concept and the body 
depiction complex is not a process of physi- 
ological proprioception in the sense of 
spatial orientation of body parts. This de- 
rives from the fact that the blind child 
between the ages of 7 and 8 years ( personal 
observations) is unable to present composi- 
tionally correct graphic or plastic forms of 
the human figure. Ás a consequence it 
appears that the graphically depicted 
human form is in high probability a visual- 


ly learned and controlled symbol operation ` 


with only occasional perturbatory accre- 
tions emanating from volitional or non- 
volitional expressions of annoying parts or 


-conflictual feelings. Consequently, a direct 


operational approach through symbols has 
been emphasized and employed in this 
study of the portrayal of the human figure. 

In conclusion, it is shown that by means 
of learned processes, basic symbols are 
formed that appear to be a conservative ex- 
pression of a person. Ап attempt has been 
made to demonstrate that this symbol 
fluctuates in a representational (second 
order) and non-representational (higher 
order) behavior matrix. Апа finally, that 
in the presence of crippling lesions of the 
brain, either of a transient, or more fixed 
type, that the symbol is either distorted in 
part or in a general manner, depending on 
the nature of the brain lesion. 
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SUBLIMINAL AND SUPRALIMINAL INFLUENCES ON DREAMS” 


CHARLES FISHER, Рн.р., M.D.? 


This paper will report an attempt to in- 
vestigate the role of several types of inci- 
dental or indifferent perceptual stimuli in 
the formation of dreams and to elucidate 
some of the cognitive processes involved in 
the incorporation of such stimuli into the 
dreams. The recent work on subliminal 
registration, or more especially the replica- 
tions and confirmations of the classical 
Poetzl experiment(1, 2, 3, 4, 5, 6, 8, 9, 10, 
11, 12, 14, 15), has shown that subliminal 
stimuli are utilized in the formation of the 
manifest content of dreams. This work 
indicates that there are aspects of percep- 
tion that are related to the drives, uncon- 
‘scious wishes and primary thought proc- 
esses, and contrary to psychoanalytic and 
other theories, perception as an ego func- 
tion is not exclusively concerned with adap- 
tation and reality testing. 

There is one important place in Freud's 
theoretical structure where he came close 
to dealing with perception iu these latter 
terms and that is in his formulation of the 
nature and function of day residues(7). 
Although he did not discuss day residues in 
relation to perception, he did stress the 
significance of transient, unnoticed ог 
vaguely attended to impressions of the day 
in the construction of dreams. He came to 
the conclusion that dreams have a prefer- 
ence for taking up unimportant details of 


waking life. The wider implications of, 


Freud's astute observation have recently 
begun to be recognized and are leading 
to the investigation of the influence of in- 
different impressions, not only on the 
thought processes of altered states of con- 
sciousness, such as the dream or hallacina- 
tion, but also on thought in the waking 
state. | 

When speaking of day residues, Freud 
- freely intermingled the terms, trains of 


1 Read at the 115th annual meeting of The American 
Psychiatric Association, Philadelphia, Pa, Apr. 27- 
May 1, 1959. 

2 Department of Psychiatry, The Mount Sinai Hos- 
pital, New York, N. Y. 

This research has been aided by a grant from the 
Foundations’ Fund for Research in Psychiatry. 
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thought, impression, experience, idea, mem- 
ory, ес. He did not distinguish betweee 
these various mental processes and ,the 


external perceptual events that accompany М 
them. It has been proposed that the consept ` 


of the day residue needs to be expanded to 
include not only preconscious -rains of 
thought, ideas, memories, etc., but also the 
sensory events that surrcund, these psychic 
events and, for purposes of dream forma- 
tion, especially the subliminal stimuli that 
are registered while they are going on. It 
is the sensory material, both preconscious 
and conscious, that is registered as memory 
trace, that appears to become the raw ma- 
terial for the dream and is utilized in the 
process of translation of the dream thoughts 
into plastic visual or other sensory images. 

What exactly did Freud mean by an in- 
different impression ? He stated, 


The unconscious prefers to weave its con- 
nections around preconscious impressions and 
ideas which are either indifferent and have 
thus had no attention paid to them, or have 
been rejected and have thus had attention 
promptly withdrawn from them(7). 


Although Freud spoke of indifferent im- 
pressions as those to which no attention had 
been paid or from which attention was 
quickly withdrawn, he never clearly distin- 
guished between impressions which reached 
awareness and those which remained en- 
tirely out of consciousness. Most of the 
types of impressions, experiences, trains of 
thought, etc., that he spoke about were con- 
sciously experienced, however fleetingly. 
Freud did not further pursue the leads 
suggested by his off-hand remarks about in- 
different impressions nor consider the pos- 
sibility that different kinds of incidental 
registrations might have different roles in 


the formationjof dreams. — . . 


The following is a tentative classification 
of incidental: registrations. First, there is 
the totally subliminal, incapable cf entering 
consciousness by уйше of weak stimulus 
conditions. Wh this type there is no ques- 
tion of attentiog being involved because no 
amount of attenon will bring about aware- 
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ness » nevertheless, registration and forma- 
tion of а preconscious memory trace are 
essumed to take place. Second, there are 
percepts which are capable of entering 
consciousness, but do not do so because at- 


tention is not paid to them. Third, there - 


ате incidental impressions that reach con- 
scidusness fleetingly, that are weakly ca- 
< theeted with attention or from which ca- 
thexis is quickly withdrawn. Fourth, there 
are supraliminal, focal, fully cathected per- 
ceptions whizh fall within the central focus 
of attention. Such supraliminal, focal per- 
cepts may or may not be indifferent, de- 
pending upon their meaning, intensity of 
affective charge and other conditions. 

The completely subliminal stimulus may 

be considered an extreme example of what 
Freud callec "an indifferent impression.” 
Although the completely subliminal stimu- 
lus has been extensively investigated, the 
role of the supraliminal, focal stimulus in 
dream formation has not. 
‚ As I have stated, the present pilot investi- 
gation represents an attempt to.study sev- 
eral of the types of visual registrations and 
percepts asscciated with day residues and 
to differentiate their respective roles in 
the formation of dreams. Specifically, the 
attempt was made to study the effect of the 
simultaneous presentation of a subliminal 
stimulus and a supraliminal, focal stimulus 
on subsequent dreams. 


METHOD 





| Exe: 1 ( 
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simultaneously through a tachistoscope. For 
7 subjects, the stimulus рїсїйге shown on 
the zight was made totally subliminal by 
drawing it in very light pgncil lines while 
the stimulus picture on the left was made 


К 





"Two visual stimuli (Fig. 1) were exposed : 


supraliminal by. drawing it in very heavy 
inked lines. For 4 subjects, the reverse pro- 
cedure was carried out; that is, the vase 
and swastika were made subliminal and the 
snake was made supraliminal. When either 
version of this slide is tachistoscopically 
exposed at 1/100 second, the subliminal 
stimulus cannot bé discriminated, the recog- 
nition threshold for it being about # second. 
The supraliminal stimulus, however, 1$ nor- 
mally discriminated after one or two ex- 
posures at 1/100 second. It was assumed 
that the 2 stimuli become part of the sen- 
sory events incorporated into and forming 
a part of the complex experience we call 
a day residue. 

The essential method used was the com- 
bined dream-imagery technique previously 
described(4). Briefly, the stimulus picture 
was exposed for 1/100 second at successive 
intervals until the vase, and particularly . 
the swastika upon it, was successfully dis- 
criminated. After each exposure, the subject 
was required to draw what he'had seen and 
to describe it verbally. The subject was 
then requested to bring in any dreams that 
he had during the night. The next day he 
reported his dream, made drawings of its 
significant pictorial elements, and then as- 
sociated to the dream as freely as he was 
able. Following this, the stimulus picture 
was exposed for 1/100 second again and 
a series of 5 or more free images elicited. 


` The subjects verbally described and made 


drawings of them. The stimulus was then 
re-exposed at successive intervals starting at 
1/100 second, gradually increasing the 
time of exposure until the threshold of dis- 
crimination for the snake was determined. 
Finally, the subject re-examined his draw- 
ings for similarities to and correspondences 
with the stimulus picture. 

It will be noted that both of these stimuli 
carry a highly affective charge and that they 
are sexual symbols in the psychoanalytic 
sense. The swastika on the vase could be , 
thought of as an American Indian decora- 
tion but I was aware of the possibility that 
it remains for most people a highly charged 
configuration. 

Of the 11 subjects used, 8, all male, were 
residents or other physicians of the experi- 
menters acquaintance ; 2 were female pa- 
tients on the Psychiatry Ward of Moun? 


“ 


$ 
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monos 
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Sinai Hospitel, and one was a paid subject, 
by profession an actor. i а 


` RESULTS 


I shall first present 2 dreams which oc- 
cufred following the tachistoscopic expo- 
sure of the slide in which the vase was 
supraliminal and the snake subliminal. 

Subject A had the following dream : 


I was іп a totalitarian prison camp in a room 
which they were trying to wire so they could 
listen in. There was a red-headed guy sitting 
in a chair. His name was Fisher. His arms were 
_ bare ; they were shortish and bound down on 
the arms of the chair with Scotch tape. He 
did not seera too frightened. From his elbows 
to his hands, his arms were not as long as they 
should be. I said to him, “Tm resigning to- 
morrow from the concentration camp. Now I’m 
going to take my bullwhip,” and I made a 
threatening gesture at him. 

Associations: The Fisher in the dream 
was not you but an old friend of mine. I liked 
him because he was broad minded, and racially 
tolerant. Fiskers hands were not right. All 
that it took to hold his arms down was Scotch 
tape because they were so weak. I used to 
Scotch tape my own fingers together and then 
try to break loose in order to test my strength. 
The whole dream gives me a feeling of idiocy. 
I never in my life held a bullwhip. It was 
like acting in a play, as though Fisher knew 
that I was not threatening him; he did not 
appear frightened. 

The subject made a drawing (Fig. 2) 
depicting himself threatening Fisher with the 
bullwhip. His image of himself was one of 
power and strength, as indicated by the very 
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large biceps on the arm holding the bulv;/hip 
He remarked that “the bullwhip had some 
coils, was black and made of some kind of 
living stuff like catgut. I think it's snake or 
snake hide. Yve seen rattlesnakes of that con- 
sistency." 

His associations to the remark, “I am 
resigning tomorrow from the concentration 


camp," were as follows: The phrase, "con-. 
centration camp" was a play on words relatéd ~ 


to the idea that I forced him :o concentrate 
on the screen, and on his dreams. The idea of 


resigning had to do with his resentment at 


being in the position of a subject and his 
irritation at being forced to dream. The bed 
that was wired for listening in was associated 
to his fear of being forced to reveal his 
thoughts, and made him think of Orwells 
“1984” and Big Brother. He siated {ат the 
Fisher in the dream must represent me. 
During the re-exposure period, the subject 
compared his dream drawings with the stimulus 
picture. The subject felt that the concentration 
camp setting of the dream had been evoked by 
the swastika. He was extremely impressed by 


the resemblance between the bullwhip and 


the snake and by the fact that he had described 
the whip as made out of snake hide. | 


Interpretation : 'The latent content of the 
dream centers around the subject's uncon- 
scious conflicts having to do with the idea 
that he is weak or in а weak position by 
virtue of his status as an experimental sub- 
ject and that I am strong and will dominate 
over him, force him to сопсепта, to 
dream and to reveal his secret though:s. 

The dream expresses his aggressive 
wishes to reverse roles, to be in the strong 
dominating position and to place me in a 
submissive, weak one. The swastika stimu- 
lated a train of preconscious dream thóught 
having to do with a concentration camp, 
representing his unconscious picture o£ the 
laboratory and the hospital The central 
part of the dream relates to the red-headed 
man named Fisher, an extremely thin dis- 
guise for me, whom the subject -hreatens 
with a bullwhip. The idea of resigning ex- 
presses the subject's wish to run away from 
his role as a subject. It seems obvious that 
the sublimindl percept of the'srake vias 
transformed $n the dream into the bul whip 
made of snaMe hide.*The idea of strength 
and weakness Vnd domination арс submis- 
sion is depict&d in the description c? the 
arms of both paMies to “he conflict. Fisher's 
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rmsewere weak and deformed, bound 
down with Scotch tape, while the image 
of the subject was that of a powerful figure 
with bulging biceps and the threatening 
bullwhip. Although the subject’s aggression 
in the dream is quite apparent, it is dis- 
guised and toned down by his giving the 
- dre&m scene a play quality, by making 
-, Fisher appear not to be frightened, by tying 
' his arms down with Scotch tape that can 
easily be broken. 


Following exposure of the same stimulus, 
Subject B had a dream in which the subliminal 
snake appeared to be transformed in the mani- 
fest content of the dream into the arm and 
hand of a man. The drawing of this image is 
shown in Fig. 3. During the re-exposure period, 
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the subject stated that the hand and arm on 
the right resembled the snake's head and 
proximal part of the body and he called at- 
tention especially to the correspondence be- 
tween the thumb and the lower jaw of the 
snake, The analysis of the dream suggested that 
the arm and hand had symbolic phallic mean- 
ing and had assumed some of the pictorial 
characteristics of the snake. In the content of 
this dream, there were direct references to 
Jewishness and anti-Semitism. 
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It has been noted that Subject B gave evi- 
dence of symbolic phallic displacement to the 
arm and hand. This tendency to displace to 
the extremities was shown even more clearly 
in a free imagery experiment done subsequent 
to the dream experiment, utilizing the same 
stimulus at a time when the subject did not 
yet know the nature of the stimtlus. 

Fig. 4 was the subject's first image, showing 
one of the 40 thieves of Ali Baba hiding in a 
jug. Later, during the re-exposure period, the 
subject felt that the coils of the turban were 
transformations of the coils of the snake. 

The second image (Fig. 5) was described 
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аз an amphora with smoke coming out. The 
smoke became transformed into a genie. Note 
the sinuous, snake-like structure of the smoke. 


"Ihe subject stated that this image reminded 


— 
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him of а mermaid which he used to draw a lot. 
Fig. 6 represents his image of the*mermaid. 
He noted particularly the mermaid's scales, 


a 





which made him think of a snake, and he made 
the drawing shown in Fig. 7. He said that he 
used to make a lot of anti-Nazi drawings and 
this reminded him of a political cartoon. A 
snake is shown crawling through the vase, 
representing Europe, and bursting through 
its base. On the snake’s head is a swastika. The 
Od illustrates the rape of Europe by the 
, Nazis. 


|. h this experiment, we see the gradual 
striking emergence of the percept of the 
snake, beginning with the coils of the tur- 


ban in the first image, the sinuous, snake- - 


like formation of the smoke in the second, 
the mermaid's scaly tail in the third, and 
finally, the almost photographic emergence 
of the snake in the last image. Aside from 
the breakthrough of the percept in this 
final image, the snake never appeared as 
such in the images or the dream, but was 
displaced and distorted in disguised ways 
to either the arms or the legs. 

The following generalizations can be 
made abou: these 2 experiments : 


1. In both, the subliminal snake did not. 


appear as such in the.dreams but was trans- 
formed, in the first instance into the bull- 
whip made cf snake hide апа in the second 
into the arm and hand. In both instances, 
the transformed image took on fermal, 
pictorial properties of the stimulus picture ; 
fór example, the shape and composition of 
, the bullwhip, and the fórmation of the hand 
which resembled the snake's head. Finally, 
in both dreams, the subliminal snake ap- 
pears to have become associated with the 
most significant, most deeply repressed 
drive, wish-fulfilling aspect of the latent 
content of the dream. 

2. In contrast, part of the supraliminal 
5timulus, namely, the swastika, did not ap- 
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pear in the dreams in image form as did they 
subliminal snake, but in both instances ac- m 
tivated preconscious trains of thought. Пе 
the first dream, these related *o а concen- 
tration camp, to ideas of force, Big Brother, 
being spied upon, etc.; in the second 
dream, to trains of thought relating to Jews, 
such as а verbal comment about anti-Sdmi- 
tism. MEC 
3. Although the transference aspects of 
the dream stimulated by the experimental 
situation are important factors in explaining 
the sexual and dom/énation-submission 
themes, it was entirely possible that such 
content was reinforced bv the natura of the 
two stimuli, namely, their meanings as male 
and female symbols. That such was the case 
is suggested by the data of the imagery ex- 
periment reported. Here, the symbolic sex- 
ual meaning of the vase and the snake ap- 
pear to have been unconsciously cognized, 
the final image becoming a metapho-ical 
representation of, "the rape of Europe." 
"The following dream was elicited after 
the exposure of the reversed stimuli, i.e., in 
this instance the snake was supraliminal 
and the vase and swastika were subliminal. 
Subject C dreamed : 


I was at a dance in a very large hall. I found an 
object on the floor. It was either a brooch or 
a small antique. Dr. А was with me. As I was 
looking at the brooch, Ше mites came out 
of it and embedded themselves in the skin of 
my fingers and I became quite frizhtened. 
Wherever I would touch my hand these mites 
would embed themselves in my skin. Ё 

Associations: The dream was сопсєтед; 
with a fantasy punishment for forbidden sexual 
activities. The brooch appeared to be a female 
symbol and the mites that came out of it were 
associated with ideas of prallic contamination 
or injury as punishment for his sexual zctivities, 
with displacement to the fingers. This displace- 
ment was activated by the fact that the subject 
had recently developed a severe contact 
dermatitis on his fingers. ` 

Fig. 8 shows on the left, the subject's craw- 
ing of Ње broogh. It appears to be a distcrted 
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S flatteged out transformation of the vase. If the 
b 


rooch were stretched out and down it would 
шегу closely approximate the outline of the 
vase which I have superimposed in dotted lines 
upon it. 

The drawing on the right represents one of 
the mites. Although it does not bear too striking 
а resemblance to the swastika, it does contain 
some of its formal elements and may have been 
. derived from it. 

e subjec: made another drawing (Fig. 9) 
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showing his hand with markings indicating 
the embeddirg mites. The markings on the 
middle finger contain clear-cut elements of the 
subliminal swastika, supporting the contention 
that the fleas represent a transformation and 
distortion of the subliminal stimulus. 


,In this experiment, the subliminal vase 
and swastika seem to have appeared in the 
‘manifest cortent of the dream in image 
form and associated with the repressed, 
drive organized, wish-fulfilling aspect of 
the dream in the same manner as the sub- 
liminal snake did in the first 2 experiments 
described. However, the supraliminal snake 
did not appear to bring about the same ef- 
fects as the vase and swastika in the first 
two experiments when they were supralim- 
inal. Аз a matter of fact, there was no indi- 
сайїоп of the, presence of snake either 
dkectly or in disguised or Wistorted form 
iy the maxifest content of Ще dream. It is 

ossible, however, that it influenced the 
iig indirectly and by уфе of its sym- 





bolig meaning had something to do with the 
late: t sexual content of thf dream. 
Axter the exposure of fhe supraliminal 


SUBLIMINAL AND SOUPRALIMINAL INFLUENCES ON DREAMS 


[M 


snake and the subliminal vase, Subject D 
had a dream which dealt with a Negro and 
involved anti-racial material. There is no 
evidence in the dream of the appearance of 
the swastika in image form. Instead, it 
seems to have activated preconscious trgins 
of thought relating to racial matters in 
much the same way as it did when the stim- 
ulus was made supraliminal. 

A somewhat different utilization of the 
subliminal swastika was shown in the re- 
sults of 2 other subjects who were ex- 
posed to the reversed slide. 

Subject E dreamed : 


I was on the 40th floor of some building and 
was very scared of being up there. It did not 
seem as safe as the ordinary 40th floor of а 
building. 

After reporting the dream, the subject wrote 
the words, "fourtieth flour" as shown in Fig. 
10. It will be noted that both the words "four- 
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tieth” and “flour” were misspelled. By this mis- 
spelling, both the words were made to contain 
the word, "four" During the re-exposure 
period, the subject himself spontaneously 
pointed out that the swastika is made up of 
4’s as indicated in the figure. 

Part of a second dream went as follows: 
“Several of us were going to a legitimate 
theatre. I had Seat 44.” Again, during the re- 
exposure, the subject felt that the 44 was 
derived from the swastika. 

Subject F also transformed the subliminal ' 
swastika into "fours" in 2 dreams. One was 
about a shabby clock with “а 4 o'clock look." 
In these instances, the 4's represented trans- 
formations of the swastika. 


As I have noted, in the dreams so far 
reported, when the snake was made supra- 


liminal, there was no evidence of its етегй - 


gence in either primary or secondary proc- 
ess form in the manifest content of the 
dream. However, in 2 of the dreams of Sub- 
ject E, indirect evidence of the influence of 
the supraliminàl stimulus could be detected. 
The subject had the following dream : 


"There was a group of people standing around 
a guy who was going to open a twall safe and 
when he opened it secrets would come out. 
Everything that had been built up would be 
destroyed like the scandal in Connecticut 
where 6 men raped a teen-age girl and the 
mayor of the town committed suicide. They 
were all around for the opening. Then I was 
running out cf the building, making a mad 
dash." The rest of the dream had to do with 
the subject's breaking into an old New England 
house, being pursued by and hiding from some 
man who was after him. 

Associations : 'The old New England house 


. made the subject think of his grandparents 


farm house where he used to spend his sum- 
mers when he was a small child. One sum- 
mer when ke was about 5, his uncles were 
cleaning out à well and killing snakes that 
were in it. One of them picked up a snake and 
threw it at him. He screamed and ran into 
the house. Ever since this traumatic experience, 
the subject has had an intense fear of snakes. 

Interpretation : 'The evidence suggested that 
the group of people standing around waiting to 


open the wall safe and let the secrets come 


out was an indirect representation of the mem- 
ory of his uncle removing snakes from the well 
and throwing one at him. The running away 
in a mad dash in the dream related to his run- 
ning to the house in terror when his uncle 
threw the snake at him. It is of interest also that 
the "secrets" that were to come out of the 
well were associated with the scandal in Con- 
necticut where 6 men committed rape on a 
teen-age girl, The subjects memory of his 
uncle and the snake was a perfectly conscious 
one, but was, in psychoanalytic terminology, a 
screen memory, that is, it screened a repressed 
group of fantasies that connected with his 
homosexual fears and wishes relating to the 
uncle. It may be:noted that this anbject had 
overt homosexual tendencies. 


DISCUSSION 


The results of the experiments reported 
confirm and extend Freud’s formulations 
about the nature and function of indifferent 
impressions in dream formation. They can 
best be understood in terms of certain psy- 

hoanalytic propositions about the structure 
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of memory organization. Rapaport( 13%, ha 
suggested that memory schema are organ- 
ized into constellations layered іп deptlf 
The deepest level of repressed memcries 
are organized around drives and nave the 
quality of unconsciousness. This drive or- 


‘ganization of memories is distinguished 


from a more superficial constellation? in 


terms of depth, which can be called the < 


"conceptual organization of memories.” This 
latter organization carries the quality of 
preconsciousness and is readily capable of 
becoming conscious. The drive organiza- 
tion of memories functions with mcbile 
cathexes and primary process thought 
mechanisms, whereas the conceptual orzan- 
ization utilizes neutralized energy and func- 
tions according to the secondary process. 
Between the drive and conceptual organi- 
zations of memory it is assumed taat there 
are transitional constellations which partake 
of the properties of both organizations. 

The manner in which the percepiual 
stimuli were incorporated into the dreams 
in these experiments was highly complex 
and appeared to involve a number of fac- 
tors. I initially thought that the subliminal 
stimulus resonated with the drive organiza- 
tions of repressed memories, was subjected 
to primary process transformation and ap- 
peared in the manifest content of ths dream 
in image form in relation to the latent un- 
conscious wish fulfilling aspect of the 
dream, whereas the supraliminal stimulus 
appeared to activate preconscious trains of 
secondary process thought, direct deriva- 
tives of the stimulus emerging in the dream’ 
in verbal, conceptual form. This formula- 
tion turned out to be only partially correct 
апа a good many exceptions to it devel- 
oped, At least 3, and probably more factors 
influence the manner in which the stimuli 
are handled by the dream.work: 1) The 
degree of indifference of the stimulus, i.e., 
whether it is subliminal or supraliminal ; 2 
and 
3) the personllity characteristics, confiNts 
and defensivefoperations of the subject. 

1. The role fof the degree of thdifferen 
. A stimulus, suchnas the 
swastika, whe made stipraliminal, gerkrally 
becomes regist@ed as memory trace ii the 
conceptual orgabization of memory. Теге, 
it activates prec&nscious trains of thought 
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voie are expressed in secondary process 
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terms, mostly in verbal form; as opposed to 


*epresentation through images. It appears to 
become recruited to reality attuned memory 
schema expressed in rational thought, and, 
therefore, is less suitable for use in express- 
ing the drive, and unconscious, wish-fulfill- 
ing aspect of the dream. Thus, there ap- 
-peared in the manifest content of the dream, 
direct derivatives of the swastika having to 
do with Nazis, conceritration camps, pris- 
ons, barracks, Jew-Gentile, and other racial 
conflicts. These derivatives were logical 
and direct and of the same kind that one 
might have in the waking state. 

In the majority of the experiments, both 
the snake and the vase and swastika, when 
made subliminal, appeared to resonate 
with, the drive organization of memories, 
were more readily cathected by mobile id 
energies and unconscious wishes and more 
-subject to primary process transformation. 
As opposed to the supraliminal focal stim- 
ulus, they appeared in the dream as in- 
direct derivatives and in the form of visual 
images. Thus, the transformed image of 
the subliminal snake was used in the direct 
representation of a wish fulfillment as in 
the dream of the snake-like bullwhip. In 
the case of Subject C, the subliminal vase 
and swastika were transformed into the 
brooch and’ the embedding mites. Such 
derivatives of these stimuli are not of the 
kind that would ordinarily develop in the 
conscious waking state. 

Although the stimuli, when made sub- 


'liminal, behaved for the most part as I 


have indicated, there were exceptions. The 
subliminal stimulus may be recruited ei- 
ther into the drive or conceptual organiza- 
tion of memories or into constellations that 
partake of both organizations. At the most 
primitive level, a fragmented derivative 
of the memory trace of the subliminal 
'stimulus may appear in.image form in 
the dream. In these instances, some 
fgfmal pictorial or geomdtrical element 
the stimulus will emerge divorced 
om theMoriginal meaning of the stim- 
ulus with a new meaning assigned. A 
goody example would be jhe dream re- 
ро а in which the swaftika was trans- 
forfned into the number 4f or the dream in 
which it emerged as the fmbedding mites. 
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On a somewhat more complex level, the 
subliminal snake may appear in image 
form, the image modelled on the formal 
properties of the stimulus, but with cer- 
tain conceptual elements added, for ex- 
ample; the bullwhip which had the зМаре 
of a snake but was said to be made of 
snake hide. The emergence 'of such an 
image implies some unconscious process 
of cognition so that the subliminal snake 
was recognized for what it was. At a still 
more complex level the subliminal stim- 
ulus may activate the conceptual organi-' 
zation of memories with the emergence 
of direct secondary process forms of 
thought ; for example, the dream about the 
Negro. In this instance, we have to assume 
that unconscious recognition of the mean- 
ing of the swastika took place and that 
associated secondary process derivatives 
relating to racial conflicts appeared in the 
dream. | E. 

2. The role of the meaning content of 
the stimulus. Yn the dreams of the 4 subjects 
who were exposed to the supraliminal 
focal snake. it became clear that the latter 
did not behave in the same way as the 
swastika when it was supraliminal. That 
is, it did not appear to have activated pre- 
conscious trains ОЁ secondary process 
thought. As a matter of fact, there was no 
evidence that it found direct representa- 
tion in the manifest content of the dream in 
any form. № seemed that the fact that the 
stimulus was a snake was more important 
than the fact of its being supra- or sublim- 
inal. Since the snake is a highly charged 
phallic symbol, it is suitable to resonate 
with the drive organization of memories 
and latent unconscious wishes. There was, 
however, evidence in several of the 
dreams of Subject E that it did play a 
significant role in stimulating their latent 
content, although its influence was com- 
plex and indirect. It appears to have 


.aroused certain conscious screen mem-. 


ories, the latent content of these screen 
memories then being indirectly, in a dis- 
guised and distorted form, represented in 
the dream. The traumatic screen memory. 
concerned with snakes attained representa- 
tion in one dream in the form of the wall 
safe and the secrets. . 

To summarize the rather conflicting dd. 
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ta that I have described : In all the experi- 
ments, the swastika when made supralim- 
inal, if it influenced the dream, did so by 
activating “Бе conceptual organization of 
memory and appeared in secondary proc- 
ess form, never in primary process image 
form. When made subliminal, the swastika 
in some instances activated the drive or- 
ganization of memories and in some, the 
conceptual organization. The snake, on 
the other hand, when made subliminal, 
always appeared to activate the drive or- 
ganization of memories. When it was 
made supraliminal, however, it did not 
appear to activate the conceptual organi- 
zation of memories. It did not find direct 
representation in tbe manifest dream ei- 
ther in verbal or pictorial form, but when it 
did influenze the dream did so in a highly 
indirect manner, as in the instance of the 
. . activation of a screen memory. 

| 3. The vole of personality character- 
istics, conflicts and defensive operations 
of the subject : No systematic attempt has 
‚ been made to investigate these factors but 
individual variations probably play a sig- 
nificant role, as Shevrin and Luborsky 
have recently demonstrated in their in- 
vestigation of variations in the utilization 
of the defense mechanism of repression, 
and the influence of such individual dif- 
ferences on the results of the Poetzl experi- 
ment(15). The specific conflicts of the 
subject may also influence the manner in 
which various types of perceptual stimuli 
are utilized. For example, Subject E's re- 
action to the supraliminal snake may well 
have had something to do with the fact 
that he actually had a phobia for snakes. 


CONCLUSION 


This is a preliminary, exploratory, pilot 
. investigation and the data have not been 
^ evaluated by objective methods. Although 
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it would be difficult to do this, we pian - 
make the attempt. 
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* DIFFERENTIAL RESPONSES IN YOUN G VS. OLD ANIMALS 
"s TO TRAINING, CONFLICT, DRUGS AND BRAIN LESIONS? ? 


CURTIS PECHTEL, Рн.р., JULES Н. MASSERMAN, M.D., 


AND LOUIS AARONS, Ри.О.5 


"-РВЕЁ RELIMINARY OBSERVATIONS 


Ohe female and 5 male kittens, 4 to 5 
months old, and 1 male and 5 female 
rhesus monkeys, aged about 2 years, were 
rated daily for 8 to 12 months as to their 
individual and social behavior, their capac- 
ity to solve problems of discrimination and 
short-term memory presented in a specially 
designed apparatus, and their reactions to 
depressant and ataractic drugs. Our meth- 
ods and apparatus were described in 
detail in previous reports(1, 2). In the 
present study, the animals were required to 
press the correct one of two levers in 
response to bell or light signals, to alternate 
between levers when no signal was given, 
and then to combine these patterns of re- 
sponse. In addition, the monkeys were re- 
quired to discriminate direct object stimuli, 
delayed spatial cues, and pattern relation- 
ships in а modification of the Wisconsin 
General Testing Apparatus(3). The criteria 
and scales employed had been proved to be 
highly reliable in earlier studies( 1). 

Induction of Experimental Neuroses. As 
described previously(2), this was accom- 
plished by subjecting the animals at irregu- 
ү: periods to 2 to 10 low-amperage high- 


"voltage condenser shocks at the time of 


food-taking over a period of 3 to 15 weeks. 

Cerebral Lesions. The neurotic kittens 
were observed for 11 to 13 months and the 
monkeys for 14 to 18 months, after which 


all of the animals were operated to produce ` 


the following bilateral lesions: in cats, 4 
medial amygdalectomies and 2 mediodorsal 
thalamic ablations; in the monkeys, 3 


1 Read at the 115th annual meetigg of The Ameri- 
ca ЕИ Association, РШ!а4е а, Pa., Арг. 27- 





dicine, Chicago, Ш. 
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total amygdalectomies, 2 frontal ( Grantham 
equivalent) and 1 temporal ablations. The 
thalamic lesions were produced by Horsley- 
Clarke stereotactic electrolysis ; the others, 
by open field. operations. 


RESULTS 


Spontaneous Behavior. As can be seen 
from Table 1, the kittens took longer than 
older cats to achieve comparable ratings in 
establishing friendly relations with the 
experimenters, exploring the laboratory, 
feeding in the experimental apparatus, and : 
trying the levers for activating conditional ` 
signals and securing the food rewards. In 
contrast, the adaptation of the young mon- 
keys was approximately as rapid as that of 
the older pre-adolescent and adult animals 
when rated on comparable scales. 

Lever Pressing. Table 1 indicates that 
the kittens took almost 5 times as long as 
older cats (average 110 days as compared 
to 21) to learn to press levers for food 
rewards 25 times in a 40-minute period. 
Similarly, the 6 young monkeys took an 
average of 66.5 days as opposed to means 
of 19 and 22.5 days for the older control 
groups. D 

Discrimination. Table 1 also shows that 
the young cats (a) took almost 3 times 
as long to acquire the initial auditory-visual 
differential responses and (b) performed 
with an accuracy of only 60$ as opposed to 
the 80% or better of the older cats. The 
young monkeys also learned such discrim- 


inations more slowly than did adult mon- ~ 


keys (18 as opposed to 15 days) but about 
as well as the pre-adolescents. All three . 
groups performed with comparable ac- 
curacy. 

Neuroses. Аз the experimental neurosis 
generalized, all animals developed hyper- 
reactivity to stimuli, tics, tremors, general- 
ized phobias, disruptions of learned per- 
formance, resistance to being brought to the 
laboratory and, in the monkeys, ‘digestives 
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TABLE 1 


CURTIS PECHTEL, JULES H. MASSERMAN, AND LOUIS AARONS 


LEVER PRESSING BEHAVIOR AND LEARNING 


laboratory 
routine 


Range 5-0 
Mean 12 


Range 20-70 


- Meen ҢҢ 


Range 5-30 
Mean 1l 


Range 5-30 
Mean 10.5 


Range 5-30 
Mean 1l 


ғ 
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Consistent Pressing 


of Levers 


Range 1-35 
Mean 19 


Range 1-0 


Меап 22,5 


Range 20-90 


Kean 66.5 


Renge 5-5 


Mean 20. 


Range l0- 90 


Mean 55 
Range 5-30 
Mean 15 


Range 5-0 
Mean 19 


Range 5-35 


Mean 18 


Days REQUIRED FOR ADAPTATION TO LABORATORY ROUTINE, CONSISTENT - 


* 


Averege Percentage 


Cf Accuracy? 


802 or better 


or better 


80% or setter 





* Days Pesos the initial lever-press (required movement less than .10 inch unde: pressure of less than 


** For simplicity, only the discrimination Бера bell and light signals is included here. 
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respiratory апа other dysfunctions which 
persisted despite 7 to 17 months of retrain- 
ing. However, in contrast to the adults of 
both species, the young animals continued 
to take food in the apparatus if it were 
made freely available and showed only mild 
inhibitions of their usual play and social 
behavior; moreover, the monkeys in par- 
ticular retained their capacity to master 
discrimination techniques in a different ap- 
paratus. 
Effects of Brain Lesions. Soon after amyg- 
dalectomy and until they were sacrificed 
16 to 18 months later our kittens pursued 
other animals, regardless of sex, species or 
opposition, and persisted in mounting them 
for as long as two hours if permitted to do 
so ; in contrast, this hypereroticism general- 
ly disappeared within 6 to 8 months in a 
control group of adult amygdalectomized 
cats(4). The 4 young monkeys with amyg- 
daloid or temporal ablations were similarly 
hypererotic, whereas those with frontal 
dblations {меге more diffusely overactive. 


‘after operatio 
more than a m 
nution in neurot 







Neither drug pro 
imal and transiert' 
behavior in the ki 
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1 ounce) for a food reward to correct manipulation of both levers 25 times within 40 minutes. Мо discrimi- 
nation is involved in this step. 


However, in none of the young animals did 
.the cerebral lesions immediately modify 
any established neurotic pattern; indeed, 
only after more than a year of intensive 
postoperative retraining was а 
crease in hyper-reactivity and increase 
adaptation to the experimental apparatus 
effected. During the subsequent 13 to 16 
months the young monkeys showed a re- 
duction in startle and phobic responses, 
lessened hyper-reactivity, and a moderate 
increase of social interections with their 
cage and colony mates ; nevertheless, stere- 
otyped motor behavior and apprehersion 
in the experimental apparatus persisted, 
and the animals failed to relearn prob_ems 


modest de- 
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M heneit -— marked and persistent resistant to 7 to 17 months of retraining, 


benefits had been observed in 12 of 36 
adult anima's(1). Both young and old mon- 
keys were even less amenable to drug 
therapy than were the cats. 


CONCLUSIONS 
‚А preliminary study of 6 kittens ый 6 
s monkeys, approximately two years 


old, indicated that: 
1. The kittens as compared to older cats 
adapted less well to laboratory routine and 
learned tasks of lever-pressing and audio- 
visual discrimination more slowly ; 

2. The young monkeys adapted to lab- 
oratory routine as well as the older ones 
but took more time to master the lever- 
pressing ; on the other hand, they learned 
a series of discrimination problems as 
quickly as did older pre-adolescents though 
again somevhat more slowly than adults ; 

3. The young animals readily developed 
neurotic patterns under the stress of adap- 
tive conflict but these reactions, though 


were much less generalized: than those in 
adult controls; - 

4, Lesions in the amygdaloid and frontal 
areas induced heightened sexuality and 
general activity level respectively, but, 
despite 16 to 25 months of postoperative 
retraining, there was no (in cats) or little 
(in monkeys) amelioration of neurotic pat- 
terns in the young as compared with older 
animals ; 

5. Везегрше and chlorpromazine also 
produced only minimal and transient ef- 
fects on the experimentally induced neu- 
rotic behavior. 
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>> RAPID URINE COLOR TEST 
FOR IMIPRAMINE (TOFRANIL, GEIGY) 


Mix 1 cc urine with 1 cc test solution?, shake gently and read promptly 
against color chart : 


Daily Drug Dose: 
25-50 mg. 50-75 mg. 75-150 mg. 150-250 mg. 





* ++ +++ 


*Test solution consists of : 25 parts 0.2% potassium dichromate solution 
95 parts 30% sulfuric acid 
25 parts 20% perchloric acid 

25 parts 50% nitric acid 


++++ 


Absence of green color indicates a negative test. 

Initially purple color, rapidly fading and followed by green color develop- 
ment means simultaneous presence of some phenothiazine drugs and 
Tofranil. 

In the presence of large amounts of phenothiazine drugs, a more persistent 
purple reaction may be seen. In this case add one more cc of test solution, 
or perform the test immediately with 1 cc of urine and 2 cc of test solution 
for reliable demonstration of Tofranil. ел, 
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CLINICAL NOTES | « 


A RAPID URINE COLOR TEST FOR IMIPRAMINE ( TOFRANIL, 


. GEIGY): 


SUPPLEMENTARY REPORT WITH COLOR CHART 


IRENE S. FORREST, Pu.D., FRED M. FORREST, M.D., e 


- AND AARON 5. MASON, M.D.: 


In a recent report on a new reagent for 


the demonstration of urinary imipramine · 


(1), we emphasized the importance of an 
objective test for actual drug intake, espe- 
cially in the case of depressive patients who 
are frequently reluctant to ingest any type 
of medication. 

‘The inexpensive test solution which may 


be prepared by any hospital pharmacy or 


laboratory, consists of the following : 

25 parts 0.2% potassium dichromate solution 

25 parts 30$ sulfuric acid (by volume) 

25 parts 20% perchloric acid (commercial 
product) 

25 parts 50% nitric acid (by volume). 

The test is performed by placing 1 cc 
of urine in a test tube, adding 1 cc of test 
solution, shaking gently to obtain a homoge- 
neous mixture, and reading immediately 
against the color chart. Prompt readings are 
especially necessary in the lowest dosage 
range (25-50 mg. Tofranil daily) since the 


resulting pale olive color is of limited stabil- 


* 
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ity (15-25 seconds); higher drug doses 
yield color complexes of increased stability 
and color intensity, persisting for more than 
60 seconds at the highest dosage level seen 
(250 mg. per day ). 

The color chart was compiled from over 
1000 urine specimens containing Tofranil, 
alone or in combination with other drugs. 


. Approximately 250 determinations were 


used for each of the 4 dosage ranges. Each 
level of the chart represents the average 
reactions of at least 25 patients tested re- 
peatedly on different days. The 4 color in- 


` tensities of the chart comprise the pale olive 


(+) level corresponding to daily drug 


-doses of 25 to 50 mg., the light green (-+-+-) 


level for doses of 50 to 75 mg., the medium 
green (-+--+-+) level for 75 to 150 mg., and 
1 Respectively i, Research Biochemist, Chief, Acute 


Service, and Director, Professional Services, V, А. 
НозригЬ Bapcxton, Mass. — 
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the deep emerald green (++-++-++-) level 
for daily drug doses of 150 to 250 mg. The 
latter dose was the highest one seen ix our 
laboratory. 

Absence of green color indicates a лера- 


tive test. In all urine specimens containing : 


Tofranil, alone or in combination with other 
drugs, not a single false negative test was 
observed. As reported previously (1), crines 
containing imipramine and phenothiazine 
drugs simultaneously, will show єп initial 
purple color reaction which fades rapidly 
and is followed by the characteristic green 
Tofrànil reaction. This is true for ratios of 
imipramine to phenothiazine compounds up 
to about 1: 5, and for daily phenothiazine 
drug doses up to about 500 mz. In the 
presence of relatively high doses of pheno- 
thiazine compounds, eg. in a combina- 
tion of 50 mg. imipramine with 600 mg. 
chlorpromazine daily, the initial purple col- 
or may not fade within the usual 15 seconds 
and may camouflage the Tofranil reaction. 
In the presence of even higher amourts of 
phenothiazine drugs, actually all о: the ac- 


tive color producing components of the ra. 
agent may be exhausted in the reaction with" 


the phenothiazine compound. It 15 therzfore 
advisable to perform the test in all <hese 
instances with 1 cc of urine and 2 cc o? test 
solution to avoid any false negatives. This 


‘should be made standard procedure in the 


presence of daily phenothiazine drug doses 


of 400 mg. or more. 

In 300 control urines free of drugs no 
false positive tests were encountered. In 
another series of 300 controls, conta:ning 


all types of gs with геі ч xceotion of 
imipramine, 4fpatients iion x arge doses . 
of - multiple antitubercular mMdications а 
showed "trac&" reactions, i.e. false sitive ^^ 


tests, somewh&t below the (--) pale olive 

level- of the 'colęr chart. This was founj es- 

pecially at peak excretion time of paragmin- 
| : 101 
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osalicylic acid, 1 to 3 hours after administra- 
ion of medication. These reactions differed 
from the lowest level Tofranil reactions by 
appearing with some delay, usually 20 to 40 
seconds after addition of the reagent to the 
urine. Pure aqueous solutions of paraamino- 
salicylic acid up to concentrations of 1 mg. 
PAS, (sodium salt) per cc of water, showed 

о reaction with the Tofranil reagent in 
E T higher concentrations, e.g. 10 mg. 
per cc, yielded a greenish color similar to 
the (+) level of the chart after 20 seconds. 
А small series of phenylketonuric urines? 
.which yieldec false positive tests with a 
number of phenothiazine test reagents (2-5) 
did not yield any false positive, i.e. green 
color reactions, with the Tofrànil reagent, 
although test colors from orange to pink 
and purple were seen in these cases. In no 
instance among the 1.3% false positives en- 
countered in the 300 control urines contain- 
ing a variety of drugs, did the false posi- 


2 Phenylketonu-ic urines were obtained through the 
courtesy of the Paul A. Dever State School, Taunton, 
Mass. 

А report on false positive phenothiazine tests ob- 
tained with these urines is in preparation. 
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tive reactions reach the (--J-) or higher 
levels of the chart. In view of this, the pos- 


sibility of misinterpretations seems rather 


remote. . 

It was also found that the Tofranil re- 
agent could detect decreasing amounts, of 
imipramine and/or metabolites for several 
days after discontinuation of the drug. In 
these cases an original (---{-) level, for 
instance, was found to drop to the (+) 
level within one or two days, with traces 


detectable for several days thereafter. An . 


investigation of the urinary excretion pat- 
tern of the drug and the nature of its bi- 
ological and chemically prepared metabo- 
lites is currently in progress. 
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REVERSIBILITY OF DRUG-INDUCED PARKINSONISM 
ROBERT В. CAHAN, M.D., лмо DAVID D. PARRISH, M.D.! 


Symptoms of.parkinsonism induced by 
Thorazine and Serpasil did not return in 
a majority of tested hospitalized patients 
after their anti-parkinson drugs were dis- 
continued. Cogentin had been used from 
З to 16 months for symptoms of parkin- 
sonism induced by Thorazine or Serpasil. 
In preparation for a proposed study of 
a new anti-parkinson agent, 34 patients 
had their Cogentin discontinued, remaining 
on their previously parkinsonizing dose of 
ataraxic. After З weeks only 6 patients had 
‘ any return of their parkinsonism! After 8 
months, none of the other 28 patients had 
developed parkinsonism. Perusal of the 
literature inforder to ascegain whether 
this observafion had been made and re- 

orted rgVealed only a fel suggestive 
commefits? but no specific stafement. 


1 Nerristown State Hospital, Norristown, Pa, 


2 Kenchegul, Leon: Med. Anathls of the District | 


N of Columbia, Aug. 1958, РА 
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In an attempt to confirm these obser- 
vations, Ártane and Cogentin were stopped 
in another series of patients with drug- 
induced parkinsonism. Only 11 of 49 pa- 
tients in the new series redevelopéd any 
parkinson symptoms. One of these had been 
on Cogentin only 18 days, but another pa- 
tient who had been on the drug for only 23 
days had no return of symptonis. Some pa- 
tients who had been on Artane for over two 
years had return of symptoms. 


' Discussion 
Thus we Һауе patients demonstrating 


З divisions of parkinsonian sensitivity to `` 


ataractic drugs: 1. The group which does 
not develop parkinsonism even with major 
amounts of the drugs (i.e., two grams of 
Thorazine daily); 2. Those patients who 
develop parkinsonism that will not relent 
even with temporary reduction of drug 
or an anti-parkinson agent; апа, |3. Those, 
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patients whose parkinsonism can be соп- 
trolled by temporary reduction of the level 
of ataraxic or by temporary use of an 
anti-parkinson agent. 

There are both practical and theoretical 
implications to this finding. The majority of 
patients with, drug-induced parkinsonism, 
after a period, no longer need the anti- 
parkinson drugs they are receiving, There is 
a potential saving in ‘side-effects, time, 
effort, and money in withdrawing all pa- 
tients with drug-induced parkinsonism after 
approximately two months of therapy with 
anti-parkinson drugs, restarting only those 
who redevelop symptoms. Our finding 
would indicate that approximately three- 
quarters no longer need such medication. 


The theoretical aspects raise several. 


questions on the nature of drug-induced 
parkinsonism, obviously different from post- 
encephalitic or idiopathic forms of parkin- 
sonism which do not relent after treatment. 


CLINICAL NOTES 


Central synaptic transmission is сораса 
upon normal acetylcholine-cholinesterase 

activity. Since all of the recognized anti- 
parkinson agents are noted to hzve anti- 
cholinergic properties, one might speculate 


that the ataractic drugs temporarily impair 


the acetylcholine-cholinesterese equilibrium 
in the neostriatum and paleostriatum, *and 
that this action is reversed by the anti-'.' 
parkinson agents. Perhaps the anti-parkin- 
son agents facilitate more normal synaptic 
transmission by increasing the cellular 
threshold to acetylcholine. 

Any hypothesis should predicate the 
tissues ability to gain permanent relief 
from toxic tremor and rigidity when the 
clinical symptoms are relieved but the 
toxic agent remains in the circulation. We 
are now observing the length of time 
necessary for development of the adaptive 
mechanism, and considering its mode of 
action. | 


RESPONSES OF TREATMENT-REFRACTORY CHRONIC SCHIZOPHRENICS 
TO CHLORPROMAZINE WITH CONCURRENT 
"X ADRENOCORTICAL STEROID * 


KISIK KIM, M.D.? 


It is generally accepted that overtly anx- 
ious schizophrenic patients are amenable to 
therapy, and one sign that characterizes 
the majority of treatment-refractory chronic 
schizophrenics is the lack of such anxiety. 

Based on observations that the blood 
adrenocortical steroid level is elevated in 
anxiety states(3, 4), and that adrenocortical 
function is depressed in chronic schizo- 
phrenics(3), it was postulated that adrenal 
steroids (though apparently not therapeu- 
tic by themselves in schizophrenia(1, 2, 5, 
6) might “activate” such patients, thus ren- 
dering them more responsive to presently 
available treatments. 

This study was carried out to determine 
whether Aristocort, a biosynthetic adreno- 
cortical steroid, would have beneficial effect 


1 Aristocort triamcinolone (9 oc Fluoro 16 œ hydroxy 
prednisolone) and placebo were supplied by Lederle 
Company for this study. 

2 Research Division, Nebraska Psychiatric Institute, 
and Dept. gf Neurology & Psychiatry, University of 
Webraska dus of Medicine, Omaha, Neb. 
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on the response pattern of treatment-re- 
fractory chronic schizophrenics to chlozpro- 
mazine. 


"METHOD 


Ten chronic schizophrenic patients at 
Norfolk State Hospital were selected on the 
basis of their records and clinical exam- 
inations and were divided into 2 matching 
groups of 5 patients each : an experimental 
and a conirol group. 

There were 2 women and 3 men in each 
group. In the experimental group, the ages 
of the patients ranged from 37 to 52 ‘years 
(mean 42.8 years), and lenzth of current 
admission, from 4 to 25 years (mean 15.4 
years). In the. control group, Ще age range 
was from 33 to 49 years (mean 41.4 years), 
and current (dmission leng-h fróm 10 to 
28 years (mean 20.2 years). | 

The outstanding clinical features of these 
patients were :'severe withcrawal, inertia, 
indifference to surroundings, “1 af- 


.* 


1023 


1024 


CLINICAL NOTES 


[ May 


One male patient of the control group 


Ao lack of outward anxiety, thought dis- j 
О 


rganization with delusions and hallucina- 


tiens. None of the patients communicated. 


spontaneouslv. АП previous somatic treat- 
ments including chlorpromazine were in- 
effective in these patients. 

The patients of the experimental group 

recesved chlorpromazine and Aristocort 
- while those in the control group received 
'' ehlórpromazine and Aristocort-placebo 
Doses were: chlorpromazine 200 mg.—400 
mg./day, and Aristocort (or Aristocort-pla- 
cebo) 8 mg.—16 mg./day. Medications were 


given 4 times а day for З weeks after which . 


steroid was tapered off in one week. The 
Aristocort ( or Aristocort-placebo ) was given 
one hour before each chlorpromazine medi- 
cation. 

The “double blind” procedure was used 
and evaluation was based on the behavioral 
changes of the patients, observed daily by 
the ward attendants, research nurses and 
ward physicians. Each patient was also seen 
weekly by a whysician in a more structured 
interview situation. Psychotherapy was not 
attempted. | 


RESULTS 


Two patients of the experimental group, 
both women, showed a transient improve- 
ment consisting mainly of increased alert- 
ness to surroundings and better commun- 
icability. Опе of these spontaneously re- 
ported that she was "feeling better." The 
other showed a reduction in the degree of 
her delusional preoccupations and was able 
to communicete meaningfully. 


showed a similar unsustained improvement 
in that he was able to participate in ward 
activities. Significant exacerbation of sym- 
toms did not occur in any patient. 

The medication of one male patient of she 
experimental group was discontinued on the 
12th day of the study because of question- 
able findings on chest X-ray films and a per- 
sistent neutrophilic (segmented) granulocy- 
tosis of over 18,000 (a lesser degree of leu- 
cocytosis occurred in the remaining 4 pa- 
tients of the experimental group). 

Otherwise, no significant abnormalities of 
physiology were noted in the two groups. 

In conclusion, adrenal steroid as given 
in this study seems at best only slightly 
beneficial in enhancing the responses of 
treatment-refractory chronic schizophrenics 
to chlorpromazine. 
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EXPERIENCE WITH. TRIFLUOPERAZINE IN THE TREATMENT 
OF 100 CHRONIC ANERGIC SCHIZOPHRENIC PATIENTS 


LEON REZNIKOFF, M.D. 


One hundred chronic schizophrenic pa- 
tients had been treated with trifluoperazine 
fora period of 3 to 12 months. The patients 
selected forf this study were so-called 
chronic back ward patients predominantly 
sO apathetic, resistive and withdrawn that 


it had been difficult {р engagé them in апу. 


ward activities, 


1 Clinical Director, Hudson County Hospital for 
AC Secaucus, М. J. * 


A few of these patients would develop 
from time to time episodes of excitement 


during which they would become destruc- ' 


tive and require either restraint or mainte- 
nance electric shock therapy. 

These patients had been previously 
treated with shock therapy and numerous 
ataractic drugs, but either failed to main- 
tain improvement, or relapsed soon after 
completion of therapy. Г 


LUN 


» Е wr w 
a a 
* 


1960 ] 


The group consisted, of 58 males and 42 
females, varying in age from 21 to 69 years. 
The average duration of psychosis was over 
9 years. 

The following types of schizophrenia 
were represented in the group: paranoid 
type, 52; catatonic, 11; hebephrenic, 12; 
chronic undifferentiated type, 13; schizo- 
affective, 8 ; simple type, 3; mixed type, 1. 

Trifluoperazine was used in doses of 4 
mg. to 40 mg. per day, although majority 
obtained maximum improvement on about 
20 mg. per day, and required about 10 mg. 
per day as a maintenance dosage after 
improvement had been achieved. А few 
patients refused oral medication and had 
to be given it intramuscularly ; however, 
after one week there had been no difficulty 
in using oral medication. Trifluoperazine 
was given twice a day. 
` One female patient, A.H., developed 
marked athetoid movements after only 3 
days on 5 mg. b.i.d. ; the movement stopped 
when she was given caffeine sodium ben- 
zoate 7% grains intravenously, Artane by 
mouth and trifluoperazine discontinued 
temporarily ; after another week she was 
started again on smaller doses of trifluo- 
perazine (2 mg. bid.) which was later 
increased to 2 mg. tid. but she had no 
further difficulties. 

Forty patients (15 male and 25 female) 
developed extrapyramidal system symp- 
toms, which subsided when the dose of 
trifluoperazine had been diminished and 
Artane, Cogentin or Akineton had been 
added to the therapy. The last three drugs 
were equallv effective in controlling the 
extrapyramidal manifestations. 

There were no cases of jaundice, skin 
rash or agranulocytosis; slight leucopenia 


- was observed in a few patients; , blood 


counts have been made on these patients 
at weekly intervals, on others once a 


. month; there was no significant drop in 


blood pressure, nor marked gain in weight. 
А female patient who had been treated 


^ previously with large doses of chlorproma- 


zine and gained about 30 pounds in weight 
objected strenuously to it; after several 
months of trifluoperazine there was no 
ichange iif weight. 
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Of the 100 patients, 21 improved SIN 
ficiently to be released for convalescent 
care; another 35 patents made а fainly 
good institutional adjustment to the extent 
that thev began to participate actively in 
occupational and recreational departments ; 
44 patients made only slight improvement 
or no improvement at all, and therffore 
classified as unimproved. 

Several patients did not begin to show 
any improvement until they had been 
treated with trifluoperazine for two or three 
months ; then the improvement became so 
marked that all ward personne] and even 
other patients would comment on rapid 
rate of improvement, after initial acvance 
had been made, 

It is necessary to establish mirimum 
maintenance dose for each individual pa- 
tient. To maintain the improvement, tri- 
fluoperazine may need to be acministered 
to these patients indefinitely. It is also 
interesting to note that some patierts re- 
lapse when taken off medication for only a 
few days, or if n dose is drastically 
reduced. 


SUMMARY AND CONCLUSIONS 


I, One hundred chronic anerz/c schizo- 
phrenics refractory to all previous therapy 
had been treated with trifluoperazine over 
a period of 3 to 12 months. 

2. Twenty-one patients improved suff- 
ciently well to be released from tas hospital 
for convalescent care, another 35 patients 
made a fairly good institutional adjustment 
to the extent that they are participating 


actively in occupational and recreational 


departments ; 44 remained unimproved. 

3. Forty patients developed extrapyra- 
midal symptoms, easily controlled by Ar- 
tane, Cogentin or Akineton., 

4. The optimal dose had to be deter- 
mined for each patient on an individual 
basis ; some patients relapsed in = few days, 
if dosage was markedly reduced cr discon- 
tinued, indicating that for these patients 
trifluoperazinb therapy will have ta be con- 


. tinued indefinitely. е 


5. No cases of jaurdice, skin rash or 
agranulocytosis developed in any of these 
patients even after 12 months on ү 


* 
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pA o marked changes in weight or blood 
pressure were observed. 
« Addendum ; Since this paper was sub- 
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mitted, 6 more patients improved sufficient- 
ly to be released from hospital for con- 
valescent care, making a total of 27. 


TRIFLUOPERAZINE IN REFRACTORY 
• SCHIZOPHRENIC PATIENTS 


ax JOHN M. ERDOS, M.D., anv JULIUS HILLINGER, M.D. 


In November 1958, we began a clinical 
trial of trifluoperazine in à selected group 
of chronic schizophrenic patients from the 
Veterans Division of Kings Park State 
Hospital. Forty-seven patients who had 
failed to respond to several other kinds of 
therapy—including insulin, electroshock, 
chlorpromazine, proclorperazine, or lobot- 
omy—were selected for this study. Their 
ages ranged from 25 to 70 years, with the 
majority in the 25 to 35 age group. They 
had been hospitalized from 1 to 12 years. 
Diagnostically they were categorized as 
follows : 


Schizophrenia, paranoid 16 


Hebephrenic type 16 
Simple type 3 
Catatonic type 4 
Mixed type 1 
Involutional melancholia 2 


Psychosis due to alcohol, acute hallucinosis 


with paranoid features 1 
Psychosis due to trauma 1 
Psychosis with syphilis of CNS, menigo en- 

cephalitis | 9 
Psychosis with cerebral arteriosclerosis 1 


METHOD 


Before treatment patients were given 
physical examination, weight was recorded, 
blood pressure checked, and blood exam- 
ined for any dyscrasia. These items were 
rechecked at the end of therapy. 

Most patients were started on a 5 mg. 
tablet daily. Elderly or debilitated patients 


received one 2 mg. tablet b.i.d. Dosage was . 


increased greduall during the first few 
weeks until most patients were receiving 
5 mg. t.i.d., then increased tq 10 mg. b.i.d. 
Nineteen of the 47 patients received 20 mg. 
as the maximum dose, while 12 others re- 
quired 30 mg. a day. The remaining 16 


1 B Park State Hospital, Kings Park, М. Y. 


received varying dosages from 10 mg. to 
70 mg. daily. Only one patient required 
70 mg. to control his hostile and aggressive 
behavior. 

Three patients received trifluoperazine in 
combination with electroshock therapy. 


RESULTS 


(See following table). Improvement was 
classified as marked. when there was a sig- 
nificant improvement in both mental status 
and ability; moderate when patients 
showed only slight mental improvement 
but good improvement in general behavior, 
verbal communication, and activity on the 
ward ; slight when there was no effect on 
the patients psychosis but a slight im- 
provement in general behavior. 


Marked improvement 7 pts. (15%) 
Moderate improvement 10 pts. (21%) 
Slight improvement 17 pts. (36%) 
No improvement 13 pts. (282) 


All 3 patients who received trifluopera- 
zine in combination with electroshock ther- 
apy showed marked or moderate improve- 
ment. Two of them had been receiving 
ECT without response until trifluoperazine 
was added. Patients continued on trifluoper- 
azine on completion of ECT. No untoward 
effects resulted from combining ECT and 
trifludperazine therapy. 


SIDE EFFECTS 


No hematological or hepatic compli- 


cations or dermatological reactions or exces- 
sive gains in weight were seen. Side effects 
observed included the following : à; 
Blurring of Vision : (One patient) prob- 
ably due to the atropine-like effect of the 
drug. The effect subsided spontaneously 
without any change in the regimen. в 
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Marked. Extrapyramidal Symptoms : Se- 
vere tremors were seen in 2 patients. One 
of these was given Kemadrin (15 mg.) in 
conjunction with the 20 mg. of trifluopera- 
zine he was receiving. The symptoms per- 
sisted and the trifluoperazine was discon- 
tinued and phenobarbital substituted. For 
6 more days the patient showed marked 
restlessness, severe tremors and had crying 
spells. The reaction disappeared gradually 
and the drug was not reinstituted. Another 
patient also had marked tremors and some 
difficulty in swallowing; the reaction was 
controlled when the antiparkinsonian drug 
was added and the dosage of trifluoperazine 
reduced from 30 mg. to 20 mg. daily. 

Dyskinetic Syndrome : (3 patients) One 
in particular presented severe symptoms : 
spasms of the neck muscles, extensor rigid- 
ity of the back muscles and corpopedal 
spasms. The reaction was quickly con- 
trolled in all 3 patients by the immediate 
administration of 7% grs. of caffeine sodium 
benzoate intravenously. These patients 
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were not continued on Stelazine. ° 

Akathisia: (9 patients). This is a spe- 
cific symptom consisting of restlessness afid 
inability to sit down and relax. These pa- 
tients were unable to sleep well at right 
and sometimes were found pacing the ward. 
These symptoms were observed especially 
at the beginning of the treatment апй us- 


ually disappeared spon-aneously within: а | 


few days or whenever the dosage of tri- 
fluoperazine was slightl; reduced. 

А number of other patients manifested 
slight tremors, which were brought under 
control very quickly with the administra- 
tion of antiparkinsonian medication. 

The use of trifluoperazine requires con- 
siderable care and individualization of dos- 
age. When the drug is properly used, it 
appears to be helpful in patients vzho have 
not responded to other therapies. 

Our thanks and acknowledgemen: are 
made to Dr. Charles Buckman, Director 
for his keen interest and helpful suzgestions 
in preparing this report. 


REPORT OF A CASE OF CONVULSION AND SKIN REACTION 
FOLLOWING BRIEF ORAL ADMINISTRATION 
OF IMIPRAMINE (TOFRANIL) 


DANIEL GESENSWAY, M.D., лмо KENNETH D. COHEN, M.D.: 


Early clinical evidence suggests that To- 
Ба] in the treatment of depressions is 
well tolerated, with serious side effects 
rarely encountered. Literature supplied by 
the manufacturer(l) states that evidence 
of any effect on the convulsion threshold 
in epileptic patients is contradictory and 
inconclusive. One study(2) of 84 psychi- 
atric patients receiving Tofranil reported 
epileptiform seizures in 2 patients, gne of 
whom had a past history of epilepsy and 
the other a characteristic EEG. A recent 


.study by Pollack(3) reported no convul- 


sive seizures in 273 patients. The case here 
reported exhibited a severe reaction to sun- 
light and grand mal seizures following brief 
administration of Tofranil. 


1 Resident in Psychiatry and Senior staff psychi- 
atrist, Philatelphia Psychiatric Hospital, Philadelphia 


%1, Ра, 


The patient, a 46-year-old white married 
housewife, was admittec to the hospital in 
September 1959 for the second time in 3 vears. 
She is a very small woman who on admission: 
appeared to be somewhat fearful and profound- 
ly depressed. She would sit on the edge of her 
chair wide-eyed, staring vacantly into space. 
She became tearful when speaking of the re- 
cent death of a sister. She appeared to ke pre- 
occupied, withdrawn, with considerable psy- 
chomotor retardation. No gross disturba-ce of 
thought processes apparent. The patient stated 
that she began to feel increasingly depressed 
and tense since the death of her sister 4 months 
before admission to the kospital. She had tiff- 
culty with sleeping, some loss of weight, Jimin- 
ished appetite, but complained most of in- 
creasing кешпе in her hands which she as- 
sociated with nervousness. 

Information from the patient's family stated 
that she has been ill for approximately 15 years 
with various somatic complaints including 
headaches, frequent cramps in her feet, spasms 


/ 


109% 


` 


effectiveness, i.e., 


ef theestomach associated with retching, short- 


€ ness of breath, and occasional episodes of stiff- 


ness and tenseness over her whole body which 


- would occur several times a year. These. were 


believed to occur when the patient was excited 
over somethinz, causing emotional strain. The 
patient had an electroencephalogram in Jan- 
uary, 1955, because of her headaches. This 
EEG was reported as showing fast frequencies 
with, lew voltage amplitudes, but was consid- 
ered to be wichin normal limits. 

Hospital Ccurse : The patient was at once 
placed on 25 mg. Tofranil q.i.d. and gr. 3 of 
Tuinal at bedtime. On the second day she ex- 
perienced a grand mal type of seizure; she 
was placed in bed and given phenobarbital. 
Tofranil was discontinued. Physical examina- 
tion revealed increased deep tendoned reflexes, 
but no other signs except what appeared to be 
a severe sunbum with erythema and edema 
over her face and the exposed portions of her 
hands and legs. Three hours later the patient 
had another grand mal seizure which lasted 
approximately 2 minutes. After Tofranil was 
discontinued no further seizures occurred and 
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the skin involvement gradually subsided with- 
in a few days. An EEG 3 weeks after her con- 
vulsions revealed profuse, sometimes sharp 
theta waves. This was reported as being con- 
sistent with, but not exclusively diagnostic of 


epileptic phenomena. An EEG was repeated. 


2 weeks later and the tracing was noted to’ be 
о unchanged except for slightly less 
theta activity. 

It was felt that in this case sensitivity to 
Tofranil may have been a precipitating factor 
in a moderately severe sunburn reaction and 2 
grand mal seizures after very brief oral admin- 


istration of the drug. These symptoms did not | 


recur when the drug was stopped and no after 
effects were noted. 
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THIORIDAZINE (MELLARIL)! IN THE TREATMENT OF 
CHRONIC SCHIZOPHRENICS 


JOSEPH A. BARSA, M.D., ann JOHN C. SAUNDERS, M.D.? 


In recent years an increasing number of 
phenothiazine derivatives has been de- 
veloped for the treatment of mental illness. 
Clinical experience has shown that the 
more potent a drug is in its anti-psychotic 
effectiveness in com- 
bating the delusions and hallucinations of 
the schizophrenic, the more prone is the 
drug to produce extra-pyramidal side ef- 
fects. However, it has also been demon- 
strated that the development of extra- 
pyramidal symptoms is not essential to 
the anti-psychotic action, for in many in- 
stances the use of anti-parkinson drugs 
can entirely remove the extra-pyramidal 
side effects and not diminish the anti- 
psychotic efficacy of the tranquilizer. Efforts 
have been made, therefore, to develop a 
phenothiazine derivative with anti-psychotic 
action but without extra-pyramidal side 
effects. Thioridazine®(Mellaril) has been 


1 Mellaril was supplied by the Sandoz Pharma- 


ceutical Laboratcries, Hanover, М. J. 
2 Rockland State Hospital, Orangeburg, N. Y. 
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described as such a drug*. The purpose 
of the present study was to test thioridazine 
in the treatment of chronic schizophrenics 
who had developed extra-pyramidal symp- 
toms with other phenothiazine derivatives. 

One hundred chronic female schizo- 
phrenies between the ages of 16 and 71 
were selected. They had'been continuously 
hospitalized for 2 to 25 years. They had 
been receiving a variety of tranquilizing 
drugs for 2 to 4 years, and during the last 
6 months had reached a plateau of slight 
or moderate improvement in their psy- 
chosis. Forty-two patients were receiving 
chlorpromazine (T horazine), 5 proclorpera- 


zine ( Compazine), 3 trifluoperazine (Stela- 


zine), 12 chlorpromazine combined with 
proclorperazine, 37 chlorpromazine com- 
bined with trifluoperazine, and 1 chlor- 
promazine with reserpine. Furthermore, 
with all of these patients it had been neces- 
sary to add benztropine methanesulfonate 
(Cogentin) to the medication in order to 
relieve extra-pyramidal side effects such ast 
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Parkinsonism, akathisia and dystonic symp- 
toms. The above tranquilizing drugs and the 
benztropine methanesulfonate were dis- 
continued immediately prior to this study 
with thioridazine. 

„Гһе dose of thioridazine was started at 
50 mg. qid, and was gradually increased 
until either satisfactory therapeutic results 
were achieved or significant side effects 
appeared. In the first month, when the 
dose of thioridazine was not above 400 mg. 
a day, no extra-pyramidal symptoms were 
observed. However, 7 patients complained 
of dryness of the mouth, 6 of dizziness, 
and, 3 of a "hangover' feeling. As the 
dose of thioridazine was raised (600-2000 
mg. a day), some patients showed evidence 
of extra-pyramidal symptoms, necessitat- 


ing the addition of benztropine methanesul- ` 


fonate. Eight patients developed signs of 
Parkinsonism, 5 generalized tremulousness, 
10 akathisia, and 2 dystonic symptoms. 
There were also two patients with photo- 
sensitivity. Two patients on 100 mg. q.i.d. 
and 200 mg. q.i.d. respectively had grand 
mal convulsive seizures for the first time, 
even though they had been on equally high 
doses of chlorpromazine in the past without 
incidence of seizures. 

Thioridazine was administered for 5 
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months, and at the end of this period the 
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patients progress as compared tc their* 


mental condition just prior to this study, 
was evaluated as follows: 3 patients were 
markedly improved, i.e., in remission and 
ready for release, 16 moderately improved, 
44 slightly improved, 33 unimproved, and 
4 patients were worse, being more fense, 
overactive, irritable and disturbed. , 


It was observed that thioridazire, as com- | 


pared to chlorpromazine, had a weaker 
sedative effect even when high doses were 
used. Thus, it was not as useful as chlor- 
promazine in treating the very disturbed 
patient. On a milligram for milligram basis, 
the anti-psychotic effect of thioridazine was 
not as potent as that of chlorpromazine, and 
higher doses of thioridazine were needed 
to achieve the same effect. However, one 
of the advantages of thioridazine was that 
even with high doses excessive drowsiness 
and lethargy were usually not produced. In 
chronic schizophrenia, therefore, thiorida- 
zines greatest usefulness appears to be in 
the treatment of those patients who develop 
severe or persistent extra-pyramidal symp- 
toms with one of the other phenothiazine 
derivatives. 


3 Kinross-Wright, V. J.: LAM.A, 170: 
1983, 1959. 


MELLARIL IN THE TREATMENT OF CHRONICALLY DISTURBED 
PATIENTS : WITH SPECIAL REFERENCE TO REDUCED 
| EXTRAPYRAMIDAT COMPLICATIONS 


A. КНАКЕЕ, M.D., AND С. Е. HESS, M.D.1 


One of the limiting factors in the use of 
of the phenothiazine derivatives is their 
tendency to induce extrapyramidal stimu- 
lation, ranging from akathisia to Parkin- 
sonism, at doses which do not provide 
adequate tranquilization. Concomitant use 
` of anti-Parkinson drugs, adds additional 
cost to therapy without eliminating the 
basic cause of extrapyramidal stimulation. 

Reports that a comparatively new pheno- 
thiazine, Mellari? (thioridazine hydro- 
chloride), was relatively devoid of extra- 


1 Danvers State Hospital, P. О. Hathorne, Mass. 
è  ?Sandoz'Pharmaceuticals, Hanover, М. J. 


pyramidal stimulation while yet eQXec-ive as 
a neuroleptic prompted us to undertake the 
evaluation reported here. A total of 22 
patients were selected from the mals psy- 
chiatric service ; 18 of these had responded 
with extrapyramidal symptoms to every 
phenothiazine previously employed. The 
remaining 4 had remained completely re- 
fractory to all forms of therapy. 

All 22 were chronic cases, 6 having been 
hospitalized for fromm 1-5 years, and the 
remaining 16 for periods in excess -of 5 
years. Diagnoses were: 18 schizophrenic 
reactions and one each of ы 
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paresis, epidemic encephalitis with psy- 


* chosis, manic-depressive, and alcoholic de- 


terioration. The usual starting dose was 300 
mg. daily, except for two debilitated pa- 
tients who received 100 mg. daily. Range 
of dosage initially was from a minimum of 
100 mg. to a maximum of 600 mg. daily, 
which was then reduced as indicated to a 
maintenance dose of 300-400 mg. per day. 

At the time the 18 patients were switched 
to Mellaril, each one was exhibiting extra- 
pyramidal symptoms to опе of the following 
drugs; chlorpromazine, triflupromazine, 
mepazine or trifluoperazine. Within 72 
hours after the institution of Mellaril, there 
was complete remission of these symptoms 
in 15 patients. Drooling, tremulousness, 
motor restlessness and mask-like facies 
disappeared, Jood intake increased and 
the patients became generally more man- 
ageable. No reappearance or evidence of 
extrapyramida_ stimulation whatsoever has 
been observed in these 15 patients during 
their treatmen: with Mellaril. The remain- 
ing 3 patients required a reduction in dosage 
and adjunct medication to relieve their 
extrapyramida_ symptoms. 

The clinical improvement in mental status 
was as follows: one patient markedly im- 
proved and paroled ; 5 patients greatly im- 
proved and iransferred to front wards; 9 
patients moderately improved but retained 
in the same werd ; 3 patients not improved. 


The remaining 4 cases, diagnosed as 
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schizophrenic reaction, had been refractory 
to previous therapy. Two of these im- 
proved sufficiently to permit home visits 
for one and placement of the other in a 
parole ward. 

Two patients who had exhibited pho&o- 
sensitivity to other phenothiazines did so to 
Mellaril as well, but improved on routine 
therapy and a reduction in dosage. Hypo- 
tension occurring in 3 patients was con- 
trolled by a reduction in dosage. One pa- 
tient showed “catatonic” symptoms on 400 
mg. which cleared up when the dose was 
reduced to 200 mg. daily. Examination has 
failed to reveal any evidence of jaundice or 
blood dyserasias during the entire 9 months’ 
course of treatment with Mellaril. 


SUMMARY 


Moderate to marked improvement in 
psychomotor behavior was obtained with 
Mellaril in 17 of the 22 cases in this series. 
In addition, there was complete elimination 
of extrapyramidal activity in 15 of 18 pa- 
tients who had manifested Parkinsonian 
symptoms with the drugs previously em- 
ployed. Our observations indicate that Mel- 
laril is equally effective, or more so, than 
other phenothiazines in the treatment of 
various psychiatric disorders, but has a 
distinctly lessened tendency to induce extra- 
pyramidal stimulation. In our experience, 
this is a significant contribution to the more 
effective management of larger numbers of 
disturbed patients. 
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SLEEP REGULATION WITH THALIDOMIDE 


SIDNEY COHEN, M.D. 


Insomnia apparently is a widespread dis- 


order ; measures other than drugs can usual- 
ly induce satisfactory relaxation and sleep 
in the milder cases. However, when tension, 
anxiety or depression impairs sleep the long 
hours of restless wakefulness augments the 
underlying disorder and chemical interven- 
tion may be indicated. Occasionally, lesser 
tension states and situational depressions 


1 From the Neuropsychiatric Hospital, VA Center, 
Los s d 25, ‘Calif, 


will respond satisfactorily merely with cor- 
rection of the insomnia. 


Accidental or suicidal overdosage and | 


habituation to the hypnotics are serious 


drawbacks to their use. Many mnon-bar-. 


biturate sleeping medications have been 

proposed but the ideal, non-toxic, non- 

habit forming agent is yet to be found. 
Thalidomide? is a further attempt to 


2 Kevadon is the trademark of the Wm: 6. Merrell 
Co., Cincinnati, Ohio for its brand of Thalidomide. f 
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provide a safe somnifacient. Opinions about 


. its capacity to addict will have to await 


future studies, no instances of habituation 
have been reported to date. Thalidomide 
is alpha (N-phthalimido )-glutarimide rep- 
resented structurally аз: 


|| 
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The LD;, of thalidomide in mice could 
not be determined by Kunz, et al.(1). Oral 
and subcutaneous doses of 5 gm/kg and 1 
gm/kg intraperioneally were well tolerated 
and did not produce death in any of their 
animals. Thalidomide has been used exten- 


sively in Europe(2). Reports of death due 
to overdosage have not appeared. A 70-year- 





old patient survived a single dose of 2100 


mg. withcut treatment(3). 

Thalidomide was given to 50 neuro- 
psychiatric inpatients for whom barbitu- 
rates, chloral hydrate or glutethimide had 
been routinely ordered. Single bedtime 


~ doses of 100 to 200 mg. were administered 


with an occasional patient requiring only 
50 mg. The patient’s subjective impression 
of the sleep producing and sleep sustaining 
properties of thalidomide as well as a com- 
parison with his-prior sleep medication 
were recorded. The nurses charted their 
overall impressions of the patient’ s noc- 
turnal activities. 

The results over а 6-month period have 
been very satisfactory. Some patients report 


: that thalidomide is the best sleep inducing 


medication that they have ever taken. A few 
state that it is ineffective even in 200 mg. 
amounts. Excellent results were obtained in 
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21 patients (492). They had the sulsjective 
recall of restful sleep without associated 
grogginess or dizziness on awakenimg. 
Seventeen (34%) considered tbat it pro- 


duced good hypnosis but there were occa- 


sional nights when sleep was broken or 
not restful. Five patients (10%) stated that 
thalidomide produced adequate nocĦırnal 


' sedation, but they complained cf a “hang- 
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over” upon awakening. Although tolerance - 


to this side effect developed after additional 
doses, this group were considered treatment 
failures. Seven patients (14%) persistently 
complained either of poor induction, broken 
sleep or very early awakening. 

In order to explore the poss:bilit, that 
thalidomide might have ataractiz proper- 
ties, 15 additional seriously distirbed psy- 
chotic patients were given total daytime 
dosages of 1200-2500 mg. The druz was less 
effective than the available phenothiazines 
for this purpose. It was interesting to note, 
however, that these large amounts did not 
produce stupor. Respiratory depression did 
not occur. Serial hemograms, liver panels, 
urine analyses and blood creatinines were 
unchanged from control values. Abrupt 
discontinuance of thalidomide did rot re- 
sult in a withdrawal syndrome. Спе of the 
patients developed an erythematous rash 
and temperature of 100.6? rectally. Another 
patient on the high cosage study had a 
blotchy rash and convulsed while on thali- 
domide. The medication was discon-inued 
in both cases without further sequellae. 


SUMMARY 


Thalidomide is an effective agent for 
the treatment of insomnia with'a safety 
factor which makes its use desirable when 
there is danger that accidental or deliberate 
overdosage may occur. 
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z CASE REPORTS 


AN UNUSUAL PERVERSION : 
THE DESIRE TO BE INJURED BY AN AUTOMOBILE å 


Some perversions, while representing for- 


 midable psychopathology, are also tributes 


= 


to the complexity of the human mind and 
unconscious ego mechanisms. 


The patient, a man in his late twenties, re- 
ported a periodic desire to be injured by а 
woman operating an automobile. This wish, 
present since adolescence, he had by dint of 
great ingenuity and effort, gratified hundreds 
of times without serious injury or detection. 
Satisfaction could be obtained by inhaling 
exhaust fumes, having a limb run over on a 


yielding surface to avoid appreciable damage ` 


or by being pressed against a wall by the ve- 


. hicle. Gratification was enhanced if the woman 


were attractive by conventional standards. In- 


juries inflicted by men operating automobiles. 


or other types of injury inflicted by women had 
no meaning. He experienced pleasure from the 
experience, thus establishing the symptom as a 
perversion rather than a compulsion. 

The patient’s sexual, social, and occupational 
adjustment was good and his intelligence 
superior. He intellectualized to a considerable 
extent but could experience and manage strong 
positive and negative feelings. He was ashamed 


‚ Instructor, Department of Psychiatry, University of 
North Carolina Medical School, Chapel Hill, N. C. 


OPERATED BY А WOMAN 
MARTIN H. KEELER, M.D.: 


of his symptom but somewhat proud of its . 


unusual nature. А Minnesota Multiphasic Per- 
sonality Index did not demonstrate significant 
psychopathology and did not indicate the 
probable presence of perversion or impulse 
neurosis. 


Because of limited contact with the pa- 
tient and considerable use of repression on 
his part, past history is not considered ade- 
quate for a detailed formulation. Two un- 
usual biographical items were the presence 
of considerable maternal rejection and of 
a clouded and probably distorted memory 
of being hurt at the age of 6 by some wom- 
an in a manner connected with sexuality. 
This case does not seem to be unusual in 
terms of the genetic and dynamic factors 
involved but is of interest as it demonstrates 
the complexity of ego operation that can 
be involved in a perversion. At least two 
interlocking themes are necessary for an 
essentially masochistic gratification. The in- 
jury must be inflicted by a woman, probably 
as a defense against other feelings involving 
women, and must be inflicted by an auto- 
mobile, this probably having specific sym- 
bolic meaning. 


TRANSIENT VISUAL SYMPTOMS ASSOCIATED WITH 
" MELLARIL MEDICATION 


S. BERGEN MORRISON, M.D.: 


In the fall c£ 1955 the author was a senior 
resident in an outpatient clinic during the 
time Kinross-Wright was carrying on a 
study involving the use of a phenothiazine 
called NP-207 (piperidinochlorphenothia- 
zine). NP-207 was ар experimental pheno- 
thiazine that never reached the open market 
as visual changes were noted in the patients 


12317 Washir.gton Ауе., Waco, Тех. 
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in the form of a retinitis pigmentosa. Pa- 


tients that we saw complained of an in-: 


ability to see clearly when they had come 
indoors after having been in the bright 
sunlight. Many of them showed eyeground 
changes and à marked loss of vision al- 
though early no retinal changes could be 


detected. \ 


Since these 28 cases were seen in 1955, 


p 
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I have been alert as to the possibility of 
symptoms of this sort occurring with other 
phenothiazines, although no attempt has 
been made to question patients directly 
about whether or not they had symptoms 
ofeblurring of vision or dimness of vision 
on coming іп «тот out of doors. Recently a 
case has been seen showing the same type 
of toxic reaction to Mellaril (thioridazine). 
Mellaril is identical to NP-207 except that 
a thiomethyl group has been substituted for 
the chloride. 


The patient was a 17-year-old white school 
boy who was first seen in September of 1959. 
He was considered to be a schizoid adolescent 
who was on the verge of a major schizophrenic 
episode. When first seen, he was put on 


‘Pacatal (mepazine) 75 mgm. daily and re- 


mained on this medicine for 18 days. The 


` patient then complained that he was not being 


relaxed enough and was changed -to Mellaril 


‚75 mgm. daily. The patient felt relaxed for 


a time on Mellaril, and remained on 75 mgm. 
daily until one month later when he was ad- 
mitted to the hospital in a major schizophrenic 
episode. 

While in the hospital, the patient received 


 Mellaril up to 1200 mgm. daily and remained 


on that dosage for 19 days. He also received 
8 electric shock treatments along with sodium 
amytal as needed for sleep. He remained in 
the hospital for 22 days and was dismissed as 
improved. Three weeks later at the time of a 
follow-up visit the patient complained that he 
was not able to see as he came into my office 
and that he could not read print while sitting 
at my desk. He had noticed that he was hav- 
ing difficulty seeing when he came in from the 
outside and had noticed this for approximately 
7 to 10: days. No previous visual problems had 
occurred. At this time he was receiving 400 


mgm, of Mellaril daily and had receivad this 
amount for the previous 30 days. The petient’s 
eyegrounds were checked in the office ава 
were found to be negztive. All medication 
was stopped. Complete eye examiration was 
done by an ophthalmo.ogist and was con- 
sidered to be negative. The patient was seen 
again in 2 weeks and said that Бе сои see 
much better on coming indoors thzn he had 
on the previous visit'although he did not, feel 
that his vision was complstely normel. He was 
seen 2 weeks later and indicated that ke was 
able to see clearly in my office апі was able 
to read print normally. In all, the patient had 
received approximately $0 grams 2: М=Пагй. 
It cannot be forgotten that he was en Facatal 
briefly for a period of 18 days ; hcwever, he 
had not been receiving Pacatal fcr almost 3 
months prior to the onse- of his symptornas. It 
is understood that at least 3 reacticns of this 
sort have been noted with Mellar] to date? 
It is felt that an alertness to compleints of this 
type is needed if serious visual changes are to 
be avoided in certain patients receiving Mel- 
laril. It is possible that other compounds whose 
structure is similar could also cause a toxic 
retinitis. 
SUMMARY 


A case is presented in which a patient 
complained bitterly of blurring of vision 
when coming in from out of doors while 
receiving Mellaril anc after heving re- 
ceived approximately 3) grams o? Mellaril 
over a period of 2% months. "ле visual 
complaint cleared over a period of approxi- 
mately 4 weeks after the Mellari: had been 
stopped. It is suggested that this iz an early 
toxic reaction to Mellaril of the type seen, 


previously with an experimental pheno-, - 


thiazine called NP-207. . x 


2 Personal communication, 
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HISTORICAL NOTES 


DR. RUFUS WYMAN OF THE McLEAN ASYLUM 
ERIC T. CARLSON, M.D., амо МАХ Е. CHALE, А.Вл, 2 


% ^ 

Although Dr. Rufus Wyman appears to 
have been the first fulltime medical super- 
intendent of an Americal mental hospital, 
his róle in the history of American psy- 
chiatry has not received sufficient attention 
and emphasis. Born on July 16, 1778, in 
Woburn, Massachusetts, a member of the 
fourth American generation of a family 
that had emigrated to Massachusetts in 
1640(1), he was graduated from Harvard 
College in 1799. After teaching school for 
one year he embarked upon his medical 
apprenticeship, and subsequently estab- 
lished an office in Chelmsford. 

In his 10 years of general practice 
Wyman's reputation as a successful country 
doctor rose rapidly and the demand for his 
services put him under considerable phys- 
ical pressure. lll-health from probable 
tuberculosis may have contributed to his 
seeking the newly-established and presum- 
ably less arduous post of physician-super- 
intendent at the McLean Asylum. Up to 
this point there is no evidence that he had 
any special training in or inclination to- 
wards psychiatry. 

In January 1817 the Hon. Benjamin Pick- 
man recommended Wyman for the super- 
intendency of the asylum. In the spring of 


` -1818 Wyman’s only competitor, Dr. George 


LE 
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Parkman, for unknown reasons withdrew : 


his application and Wyman was appointed. 
In May, Wyman made a tour of the hos- 
pitals in New York and Philadelphia, and on 
October 6, 1818, the first patient was ad- 
mitted to the McLean Asylum. This asylum 
was the first mental hospital in New Eng- 
land, and as such represented an experi- 
ment : it was founded not only to provide 
medical treatment for the insane, but also 
to introduce to New England what Wyman 


i From the Department of РѕусҺіану of the New 
York Hospital (Payne Whitney Clinic) — Cornell 
University Medical College, New York, N. Y. 

2This investigation was supported in part by a 
Research Grant (M-2146) from the National Institute 
of Mental Health, U. S. Public Health Service. 
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called “a revolution in treatment" —moral 
treatment. 

Wyman's therapeutic theories had two 
main sources: Pinel and the Tukes, with 
the latter influence definitely predominant 
(2). Wyman quotes from Pinels writings 
and may also have derived more intimate 
knowledge of the Frenchman's work from 
а friend, Dr. William Walker, who had 
spent some time in Paris, and from Dr. 
Parkman, who had studied under Pinel. 
The influence of the English Quakers and 
their York Retreat is more obvious and 
direct. The Friends’ Asylum in Philadelphia, 
which Wyman had visited, was patterned 
after the Retreat, and Thomas Eddy, whom 
he had met, had adhered closely to the 
pronouncements of the Tukes in his cam- 
paign to found the Bloomingdale Asylum 
in New York. Wyman himself had read 
Tuke’s works and recommended them to 
others. | 

In his neurophysiology Wyman accepts 
the conception of the brain as the organ 
responsible, both through perception and 
volition, for contact with the outside world. 
He avoids the arguments of both material- 
ism and immaterialism and, as a good 
associationist, doubts that the brain itself 
can initiate any knowledge or action. In 
stressing that one should observe and 
emphasize the actions of man rather than 
the terms by which they may be called he 
reveals himself as a phenomenologist. He 
divides phenomena into three orders: the 
first, physical or inorganic; the second, 
organic, including both vegetables and 
animals; and the third, mental, which is 


restricted solely to the animal world. Since . 


in his opinion the body and the mind are 
mutually dependent, he strongly advocates 
that physicians have as thorough knowledge 
of the mind as of the structure and function 
of the body. He believes that the body and 
mind can produce diseases in each other. 

In his psychology he emphasizes the need 
for close observation, following the menor 
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of Bacon. He is primarily a Lockean asso- 
ciationist, and although he mentions the 
Scottish faculty psychologists ( Reid, Stew- 
art, and Brown), he denies that faculties 
can be integral parts of the mind. He states, 
"There is but one agent acting in different 
ways, or performing different acts." In this 
stand he also shows no evidence of being 
- influenced by the phrenological theories 
that were then coming to this country, He 
complains that even the approved medical 
writers often show great ignorance of men- 
tal functioning, which he feels should be 
separated into two main divisions: know- 
ledge, or intellect, and the passions, or af- 
fections and emotions. 

He states that a definition of insanity is 


difficult, and perhaps even impossible, to 


formulate, but no more so than a definition 
of physical illness. He starts off with an 
idealistic definition that any variation from 
a perfect state of health must be considered 
a disease. He modifies this with respect to 
physical diseases by stating that they should 
be associated with discomfort or pain, and 
then attempts a similar modification for 
mental disease, using a social concept of 
how other, normal people will judge the 
individual insane by his behavior. Strange 
opinions are acceptable in science, but not 
in ordinary matters. If the strange opinion 
or behavior is due to lack of information or 
experience, then the person, if healthy, 
should respond to education or evidence. 
Wyman goes on to state that, to the legal 
world, a delusion or false belief is essential 
to insanity, but insists that doctors must go 
further than lawyers to understand how this 
state arises. 

Wyman divides his concept of psycho- 
pathology, in which he does not discuss 
diagnosis, into the two major categories of 
the mind: the intellect and the passions. 
The intellect can suffer from pervérsion, 
diminution, or augmentation. With the first, 
perversion, patients usually start from in- 
Correct premises, but reason correctly. He 
does recognize, however, that faulty reason- 
ing from sound premises occasionally oc- 
curs. With diminution, slowness of thinking 
or poor memory may be present. In the 
case of augmentation some may deny that 
it is a disease, being instead a benefit, but 
x points out that this condition is usually 
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temporary, with one or more functions out 
of proportion to the rest of the mental 
structure. е 

In the case of the passions, onl, exalta- 
tion or depression can occur. Wymen agrees 
with Pinel, moreover, in asserting that 
diseases of the passiors or intellect can 
exist separately, and he states, “These dis- 
eases are more to be dreaded than,any 
other, to which man is liable.” He recog- 
nizes the passions as the main driving 
source of man's actions, and realzes that 
when they become excessive the irtellact is 
unable to control them. He feels -hat in a 
sound state of mental health the passions 
are under control, and that an :ndividual 
must constantly exercise the cont-ol func- 
tion in order to remain healthy. Besides 
exaltation and depression he recognizes an 
alternation of both, and gives an excellent 
clinical description of the transiton from 
a depressed to a manic state. He concludes 
that a pure disease in one of the Junctions 
of the intellect or passions is rare and. that 
there is usually a mixture of almost infinite 
variations. He makes no sharp d:stinction 
between the normal and the insare mind ; 
he points out that the boundary is at best a 
thin one, and that usually a gradual attack 
of insanity occurs with a most imperceptible 
changes at first. 

Wyman's theories about psychiatric ther- 
apy were derived from his own psycho- 
logical conceptions and the teachings of 
earlier advocates of moral eatment. 
Among his fundamental therapeutic prin- 


ciples are the following : the patient must? 


always be removed from his home and 
must always receive moral treatment, even 
if his insanity arises from organic disease ; 
his treatment must extend over an adequate 
period of time and, above all, he must con- 
sistently receive only mild and kindly care. 
Wyman admits that medical treatment may 
be required if there is organic disease, but 
in general he is opposec to bleeding, purg- 
ing, and low diet, feeling that these methods 
are seldom beneficial, usually injurious, and 
frequently fatal. At best the medical treat- 
ment must bé suited to the state of the 
individual patient. . e 

To the contrary, moral treatment is-for 
all patients, no matter what their psychiatric 
state or its cause. In moral treatment it is 
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important to divert the mind from un- 
* pleasant subjects and to break up old asso- 
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with 65 to 70 patients maximum in the 
hospital, all of whom the physician visited 


ciations of ideas. This goal can be achieved 
through exercise of the body and mind 


` and through formation of correct habits. 


А constant pattern of life in the hospital 
through encouragement of proper conduct 
and *adherence to rules and regulations 
regarding the time of arising and retiring, 
eating, and exercising are essential to tran- 
quilizing the mind. Patients are encouraged 
to avoid violence and are told that, if 
necessary, restraints will be used. Because 
of the importance of constancy, kindness, 
and vigilance, Wyman stressed the necessity 
of obtaining sound, mature, and amiable 
attendants. He recruited many of his early 
attendants from the ranks of schoolteachers. 

The activity program of moral therapy at 
the McLean Asylum included both work 
and recreation. In the former category were 
such occupations as sawing wood, garden- 
ing, sewing, enibroidering, and studying the 
various mechanic arts. For amusements 
there were draughts, chess, backgammon, 
ninepins, and music, as well as reading, 
writing, walking, riding, and swinging. Wy- 
man states in addition that conversation be- 
tween patients is often useful in showing 
them the absurdity of their thoughts. 

In order to care for the patients effective- 
ly, Wyman classified them by sex and by 
degree and nature of illness. Men сапа 
women were kept separate and cared for 


only by members of the same sex. These 


two groups were then subdivided into 
three classes according to their psycho- 


` pathology, with each class under a super- 


visor. Each class made up a distinct family, 
with its own bedrooms, dayrooms, dining 
rooms, bathing rooms, and airing yards. 
Each patient had his own bedroom, more- 
over, so that there was less need for re- 
straint. Chains and straitjackets were never 
used, and other restraint only with the per- 
mission of the supervisor, who then re- 
ported it to the superintendent. The puni- 
tive aspect of restraints was thereby 
avoided. No employee was allowed to 
strike a patient, even in self*defense. Wy- 
man undoubtedly had difficulty applying 
this- classification in the early years when 
the. number of patients was minimal, but 
this grouping was probably quite effective 
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at least once a day. 

In the frst 5 years of the hospital 28% 
of the patients were discharged as recov- 
ered, while in the second 5 years 43% ge- 
covered, and in the third, 407. Wyman 
ascribed this appreciable increase to a reg- 
ulation put into effect in the fall of 1823 


that all patients removed before 3 months 


(as unrecovered) would have to pay for 
the entire 3 months. This provision: con- 
tributed to an adequate length of therapy. 
Over the 15 years of his superintendency 
Wyman discharged 68% of his patients as 
improved or recovered, while 9.5% died 
while in the hospital. . 

Throughout his medical career Wyman 
was active in the Massachusetts Medical 
Society ; for many years he served as cen- 
sor and counsellor from his district and 
during the last two years of his life he 
served a term as President. In 1830 he was 
selected to deliver the annual address to 
the society. His discourse, "Mental Philos- 
ophy as Connected with Mental Disease," 
was later published in pamphlet form. This, 
an earlier pamphlet on religion(3), and his 


. annual reports, are his only published 


writings. The contents of this pamphlet 
have been discussed. in the earlier section 
on his psychiatric thought. 

Also in 1830 Wyman corresponded with 
Gov. Lincoln of Massachusetts regarding 
plans for the new State Hospital at Wor- 
cester. He wrote of his ideas and offered 
to lend his assistance provided that he 
would not be called away from his duties 
at McLean. | | 

Two years later, however, he decided to 
resign these duties because of ill-health. 
But the McLean trustees refused his resig- 
nation, allowing him only a leave of ab- 
sence to improve his physical condition. 
This time he spent on a trip to northerri 
New England with his wife and daughter. 
He was then a member of the committee’ 
of the Massachusetts Medical Society in- 
vestigating the question of whether the 
Asiatic cholera was contagious, and since 
cholera had just entered Canada, and in 
spite of his impaired health, he left his 
family and proceeded to Montreal in order 
to study the question further. He 27 
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the patients directly until he himself be- 
came ill with a gastro-intestinal disorder 
(not cholera apparently). He then returned 
to McLean, only to attempt unsuccessfully 
to resign in August. In September, however, 
{һе trustees voted to separate the duties 
of physician and superintendent and asked 
Wyman to remain on as physician at an 
unchanged salary. Wyman found even this 
less time-consuming post burdensome to 
his health, however, and on January 9, 
1835, his resignation was finally accepted. 
He was elected a trustee but declined this 
position also because of his health. 

Upon his retirement he moved to Rox- 
bury, where he engaged in philosophic pur- 
‘suits and the cultivation of his home and 
grounds. Married sincé 1810, he was the 
father of 6 children and was greatly de- 
voted to his wife and family. He main- 
tained his outside interests also, continuing 
active in the Massachusetts Medical So- 
ciety and the American Academy of Arts 
and Sciences. He later became President 
of the Norfolk Temperance Society. Al- 
though semi-retired he was much in de- 
mand as a psychiatrist and he generally 
had a few psychiatric patients living with 
him and his family up to the time of his 
death of a lung infection on June 22, 1842. 

Because he was a modest man who made 
no effort to advance his own fame it is 


difficult to learn much about his personal- 


ity. He was hard-working and devoted to 
his post, being absent from the asylum only 
5 nights in his first 14 years there. He 
seems to have been respected and to have 
become the friend and confidant of his 
patients. He had a reputation for justice, 
honesty, and integrity, as well as for a 
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talent for practical mechanics. Two ef his 
sons, Morrill and Jeffries, became physi- 
cians after being graduated from Harvaxd 
and went on to attain greater public fame 
than their father, but his many yeazs of 
conscientious service and his enlightened 
use of psychological treatment for the men- 
tally ill made it appropriate that in eater 
years such diverse people as Luther Bell, 


Amariah Brigham, and Oliver Wendell 


Holmes should honor him for Lis contri- 
butions to the development of American 
psychiatry. 
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JOHANN CHRISTIAN REIL 
1759-1818 1 


ERNEST HARMS 1 


Outside his native Germany, hardly more 
than the name of Johann Christian Reil 
is known. There was considerable astonish- 
ment when, in 1957, I published, in the 
British Journal of Mental Science (Vol. 
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103, №. 433), a paper entitled Modern 
Psychotherapy 150 Years Ago, in which it 


was shown that no psychiatrist before 1900 . 


had presented more ef the basic ideas of 
this century's psychotherapy than had. Һе 
author of Rapsodien ueber die Anwendung 
der psychischen Kurmethoden auf Geistes- 


/ 
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serruattungen ( Rhapsodies on the Applica- 
tion of Psychotherapy to Mental Diseases), 
published in 1803. I venture to predict 
that later centuries will hand the palm to 
J. C. Вей as the greatest of them all. 

This prediction is not based entirely on 
the Rhapsodics, which led Kirchhoff to call 
Reil*he “conscious discoverer and founder 
of, rational psychotherapy," but also on a 
number of shorter and now completely un- 
known works of Reil which were published 
during the last 5 years of his life. Together 
with his colleague, Hoffbauer, Reil pub- 
lished, in 1808 and 1812, two volumes of 
Beträge zur Befoerderung einer Kurmeth- 
ode auf psychischen Wege ( Contributions to 
the Advancement of Psychotherapy), which 
had originally been intended as a journal. 
In it we find 9 major contributions by Вей, 
the longest of which "Ueber die Centrici- 
taet der Organismen" (On the Centricity of 
the Organisms) (1812), presents the most 
magnificent psychological-biological phi- 
losophy I have ever encountered and which 
would require a long paper to adequately 
describe. In this memorial note I should 
like to point to another of the Heil papers, 
“Das Zerfallen der Einheit des Koerpers im 
Selbstbewusstzein” (The Disintegration of 
the Unity Experience of the Body in the 
Self-Consciousness) (1808). In this paper 
Reil presented. a somatological concept of 
what we today designate as schizophrenia 
and which appears clearer and more con- 
vincing Шап anything presented since. Reil 
is a psychological phenomenologist for 


‚ whom the mocern concepts of Ganzheit, to- 


tality, unity, centricity basic elements 
of scientific interpretation. Psychologically, 
human experience is a unit experience of 
body and mind which are to one another, 
also inseparably tied together in the self- 
consciousness. If, by the process of abstrac- 
tion, one boils down all bodily and psychic 
experiences, one arrives at а final self-rec- 
ognition which Heil calls the "Gemein- 
Gefuehl—the basic "completely empty” 
feeling of being and existence, in which 
the body is felt vaguely, but the experience 
is nevertheless that оў a unit. There is no 
notign of space or weight, but only of time. 
For those born blind and deaf, the Сетет- 
Gefuehl is the major "sense" ; for all human 
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individuals it is the most elementary ex- 
perience. 

It is the Gemein-Gefuehl as psychic func- 
tion that holds our mental life together and 
mediates between the multitude of ele- 
ments of which it is composed. It is the 
carrier of our ego, as well as, the frame of 
our self-consciousness. It is therefore prac- 
tically involved in all of our perceptions 
and activities. 

A disintegration of the Gemein-Gefuehl 
is the cause of a large number of mental 
ailments. Its impairment means that it loses 
the ability of funotioning in binding to- 
gether and controlling the various psychic 
dynamics. Reil distinguishes two forms of 
such disfunctioning of the Gemein-Gefuehl. 
The first, the minor form, is a Lockerung 
(loosening) of control; the major form is 
complete destruction of the Gemein- 
Gefuehl which renders it unfit to coordinate 
the various mental functions. In the ex- 
amples offered by Reil we see the most evi- 
dent cases of what Kraepelin and Bleuler 


called dementia praecox, what Morton 


Prince called the split personality, and what 
we today commonly call schizophrenia. 
There is the case of the patient who be- 
lieves he is not himself, that he is someone 
else or has someone elses body. There 
is the patient who is not sure whether 
the hand he writes with is his hand or 
whether it is his right or left hand. There 
is the patient who believes himself in- 
capable of using this or that part of 
his body, or has a catatonic freezing 
of the posture or of the tongue. There 
is the case of the person who does not 
know that it is he who is speaking and 
who uses false words. Another well-known 
pattern is that of the patient who is unable 
to distinguish between the actor and the 
listener. There are the cases of dissociation 
of space, in which nearby sounds and ob- 
jects appear to be distant and distant ones 
oppressively near. Апа there are the most 


serious paranoid forms of split and double ` 


personality in which the ability to recog- 
nise reality does not exist. 

Ве] was far from being a “psychist” 
who believed that all mental illnesses are 
entirely psychic. He recognized the actual 
neurological diseases and the validity of 
somato-psychological aspects. But based от 
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his concept of the Gemein-Gefuehl, he 
maintained that they were "diseases of the 
psyche," that is, of the basic unity of our 
mental or psychic disposition. At one point 
he designated tbe phenomena as illnesses 
of the centricity power of the organization 
of the psyche, which has primarily a dy- 
namic funotion. 

Towards the end of his treatise, Reil 
tries to make it very clear that in the cases 
described there exists, of course a relation- 
ship between the psyche and the nervous 
system as well as the rest of the physical 
organism, which may or may not have 
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become involved or attected. Basieally, 
however, the disintegration that heil de- 
scribed, and which description represents 
the first full-fledged presentation cf schiz- 
ophrenia, is a psychic patholog zy. Although 
the theory that schizophrenia is ent:rely 
or primarily a psychic disease has been 
seriously challenged in recent years, itehas 
yet to be determined whether the psychia- 
trist who was the first to describe it as such 
was right or wrong. Neverthe.ess, the 
amazingly clear presentation by Reil in 
1808 deserves to be known, and it should 
survive the struggle of opinicns about it. 





COMMENTS 


For a considerable time we have pub- 
lished each year in one of the Spring issues 
of this Journal a survey of psychiatry facil- 
ties in the city where the annual meeting of 


The American Psychiatric Association is to` 


be held, anc in the surrounding area as 
well ; sometimes including an outline of the 
history and crganization of the psychiatric 
services of the state concerned. This has 
been possible through the courtesy of mem- 
bers active ir. the respective regions. 

The purpose of these articles on regional 
psychiatry hes been to familiarize attend- 
ing members with the work going on in the 
area where they meet and to facilitate visits 
or further inquiries they may wish to make. 

Five years ago the annual meeting was 
held in Atlantic City, New Jersey. This 
years meeting is the sixth to convene in 
this popular seaside resort. An excellent 
comprehensive account of psychiatric in- 
stitutions and activities in the State of New 
Jersey was orepared by Dr. Henry А. 
Davidson, Su»erintendent and Medical Di- 
rector of Essex County Overbrook Hospital 
at Cedar Grove, and appeared in the April 
1955 issue of the Journal. Visiting delegates 
are referred to this article. 

The following changes and additions have 
been made: | 
= New Jerseys mental health program is 
operated by the Division of Mental Health 
and Hospitals in the Department of Institu- 
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tions and Agencies. Mr. John W. Tramburg 
is the Commissioner, and the Director of 
Mental Health and Hospitals is Dr. V. Ter- 
rell Davis, a fellow of the American Psy- 
chiatric: Association. Significant develop- 
ments since 1955 include : 


1. Reduction of the census in the state 
hospitals to current figures : 


Greystone Park 5200 
Trenton 3300 
Marlboro 3000 
Ancora 2250 


2. The establishment of an active Bureau ` 
of Research in Psychiatry and Neu- 
rology under the direction of Dr. 
Joseph Tobin. The laboratories and 
offices of the Bureau are located on 
the grounds of the New Jersey Neuro- 
Psychiatric Institute at Princeton. 

3. The establishment of a state supported 
community mental health services pro- 
gram which has replaced the former 
mental hygiene clinics of the state hos- 
pitals and has been accompanied by 
the development of outpatient depart- 
ments providing a continuum of serv- 
ices to patients applying to the State 
mental hospitals. 

4, Seton Hall College of Medicine, New 
Jersey’s first and only medical school, 
will graduate its first class of students 
in June of 1960. 


AMERICAN CHILD PSYCHIATRY, LTD. ? 


A few years ago, I received a compli- 
mentary copy of a Russian textbook of 
child psychiatry by a leading representative 
of the specialty. Not one of the innumerable 
references gavé the slightest indication that 
any work had ever been Чойе outside the 
geographic boundaries of the Soviet Union. 
There was one casual mention of Kraepelin 
and one of Mayer-Gross. Viold tout. 

How do we in this country fare by com- 
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parison ? A comprehensive 1958 survey of 
the problems in mental abnormality: offered 
a bibliography of 303 items ; of those only’ 
13 (4.3%) referred to articles in languages 
other than English. The papers published in 
1958 im an American quarterly, the bulk 
of which is devoted to child psychiatry, 
referred to a total of 476 sources, of which 
15 (3.22) stemmed from non-English au- 
thors. There were, in addition, 22 qe 
` 
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from translations of German-language con- 
tributions, of which 17 were early psy- 
choanalytic treatises (12 by Freud, 3 by 
Fenichel, and 2 by Ferenczi); 26 book 
reviews dealt exclusively with books in the 
English language. At the 1954 International 
Institute of Child Psychiatry, 18 of 24 
papers were read by persons residing on 
the North American Continent (17 from 
U.S. A., one from Canada) ; the references 
appended to those studies did not contain a 
single item reported in a foreign language. 

This is slightly better than the total 
omission of non-domestic investigators in 
the Russian textbook but hardly a cause for 
self-congratulation. The impression is given 
that we here do not know about, or do not 
care for, work done elsewhere. In fact, one 
is left with the feeling that no such work 
is being done or has been done elsewhere 
or that, if it does exist, it does not merit 
our serious attention. It is a rare American 
child psychiatrist, indeed, who has ever 
heard, for instance of Ziehen, de Sanctis, 
Homburger, Tramer (the man who has 
coined the very term, child psychiatry), 
Heuyer, van Krevelen, Stutte, Lutz, or 
Michaux, all of whom have helped or are 
helping substantially to build the specialty. 
Equally rare is the American child psy- 
chiatrist who finds occasion to consult the 
zeitschrift für Kinderpsychiatrie, the Etudes 
de neuro-psycho-pathologie infantile, In- 
fanzia anormale, and other periodicals, or 
the excellent monographs issuing from the 
Scandinavian countries—valuable depositor- 
ies of significant investigations. 

Anyone familiar with those publications 
or visiting the centers from which their con- 
tents originate knows that this seeming 
snub is not reciprocated by the men abroad. 
Our books and journals are read and 
quoted, and the European child psychi- 


COMMENTS 






atrists are well acquainted with the werk of 
their confrères across the ocean, at the sanie 
time a bit puzzled by our apparent lack ef 
interest in their own contributions. 

Of course, there is ro deliberate snub 
on our side, nor is the described situation 
created by nationalism. There certainly is 
no intention of self-containment and, %t is 
hoped, no smug conviction that we are in 
sole possession of the key to progress We 
have, to be sure, developed fruitful ideas 
and practices of which we have a right to. 
be proud but others Гауе not remained 
inactive and much important research has 
been, and is being, carried out in other 
countries. 

The answer lies mainly in the <act that 
ours is a unilingual nation and that foreign- 
language communications are therefore not 
generally accessible to American readers. In 
most of the other sciences, including айий 
psychiatry, these limitations are taken care 
of by reviews and absiracts of tae inter- 
national literature. The purpose of this 
editorial outpouring would be served if - 
our teachers and reviewers made it a point 
to look beyond the linguistic frontiers and 
to give our students and readers the benefit 
of familiarity with the work in сайа psy- 
chiatry done in other areas. It will then be 
easier to avoid the emoarrassmert caused 
by the question of a noted European child 
psychiatrist who asked: How do you ex- 
plain that some of you Americans are so 
full of curiosity about the Rorschach re- 


sponses of children in primitive а 


while there seems to be so little curiosity 
about the scientific productions of people 
engaged in the study of psychiatric prob- 
lems of children in cultures so similar to 


yours ? 
L. K. 
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FUNKENSTEIN TEST 


Editor, THE AMERICAN JOURNAL or PsycuHI- 
ATRY : j 

Sik: Havirg had experience with almost 
2,000 Funkenstein tests, which we call the 
ANSR, “Autonomic Nervous System Re- 
action" (1),.I1 would like to comment on 
the letters ir the December issue of the 
Journal from Alberto DiMascio, and Man- 
fred Braun, M.D. 

In my experience and to my knowledge 
of the literature, no one has yet been able 
to utilize the Funkenstein as a prognostic 
agent in determining which tranquilizer 
or, for that matter, psychic energizer should 
be used. The basis of the test however, re- 
mains unaltered in that it is the only graphic 
means of putting the responses of the 
autonomic nervous system on paper, and 
having them fall into the 7 original cate- 
gories, devised by Funkenstein. 

One of the greatest difficulties in our 
experience has been the initial phase of 
the test when epinephrine is injected in- 
travenously. It becomes rather a problem to 
estimate at which level the systolic pres- 
sure might rise in the next 30 seconds. 
Human error often leads to a false recording 
and sometimes the full significance of the 
test is lost. The second or Mecholyl phase 
of the test is not so dramatic and the 
response is -ess rapid and more easily 
plotted. 

We have just received from England, 
equipment designed by Н. J. Green, M.D. 
(2), Dept. of Physiology, Middlesex Hos- 
pital Medical School, London W 1, which 
is described as the "Winston Blood Pressure 
Follower.” This provides a continuous re- 
cording of blood pressure with minimum 
discomfort to the patient and does not use 
the conventional arm cuff or arterial can- 
nulation. À finger cuff instead is used and 


systolic pressure is recorded continuously 
on a dial in the front panel, en a sphygmo- 
manometer and on heat sensitive chart 
calibrated from 0 to 300 millimeters Hg. 
The equipment is mobile and can be used 
in hospitals or offices very easily. It offers 
the most accurate determination of systol- 
ic pressure of any equipment we have ever 
used and the accuracy of the charting is 
extremely close and in several tests which 
we have repeated, having been done frst 
by the “manual technique,” as opposed to 
the continuous recording technique, we 


have seen changes otherwise missed. 


The Funkenstein test has great usefulness 
in our experience. We feel that 85% of the 
2.000 tested show clear indications as to 
what type of therapy is indicated. With 
more and more use of psychopharmarceuti- 
cals and with perhaps less resource to the 
physiological treatments such as insulin 
coma and electro shock therapy, the need 
for diagnostic acumen is still important. 

We feel that the test should be more 
widely used, and by correct interpretation 
many patients will be directed into the 
proper line of treatment and thereby avoid 
unnecessary exposure to ECT or insulin 
coma, tranquilizers or energizers, unless 
they are indicated by the physiological 
responses of the patient's antonomic nerv- 
ous system. 

Edwin Dunlop, M.D., 
Assistant Medical Director, 
Fuller Memorial Sanitarium, 
South Attleboro, Mass. 
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FUNKENSTEIN TEST 


Editor, Tug AMERICAN JOURNAL or Psycui- 
ATRY : 
Sm: May I be allowed to comment. on 


the recent exchange of letters in your. 


correspondence column in regard to the 
Mecholyl (Funkenstein ) test. 

The crux of the issue surely is the mean- 
ing of this test in the light of current knowl- 
edge, and here the weight of evidence 
must be considered to be against the 
original empirical proposition that the blood 
pressure responses to mecholyl are mean- 
ingfully related to the clinical status of 
psychiatric patients or their prognosis. 

One may summarize this evidence by 
pointing out the following. First, a con- 
siderable number of studies dealing with 
the question of the prognostic value of the 
test have not been able to confirm that any 
relationship exists between the mecholyl 
test response and prognosis, or produced 
contradictory and mutually irreconcilable 
findings. Secondly, as we have shown (]. 
Nerv. & Ment. Dis, November 1958), the 
blood pressure responses to mecholyl vary 
from day to day even when the test is 
administered to the same patient by the 
same investigator and under similar ex- 
perimental conditions. In our series, in 
which the mecholyl test was administered 
by the same investigator to individual 
patients on 4 different days within a period 
of one week, only in 8 such 4-test series 





out of 54 were the response patterns соп- 
sistently identical throughout the 4 tests. 
Thirdly as we have also shown ia the 
same study, the blood pressure responses 
to mecholyl are actually dissimilar in a 
significant number of instances when ,read 
simultaneously from the right and left 
arms by two independent observers One 
also ought to note that some mecholv] test 
responses are indeed such as to bs un- 
classifiable into any of the usual response 
patterns (see among others, Canad. М.А.]. 
77: 116, 1957). The addition of an epine- 
phrine test, which for all one knows may 
be equally variable, cannot conceivably 
alter the conclusions to be drawn from 
this evidence. 

The acceptance of the Mecholy. test 
places a heavy burden on the psychiatrist. 
If he repeats the test for reassurance, he will 
find that the results many augur a different 
prognosis for his patient from one day to 
another even before treatment of any 
kind is instituted, and that, furthermore, 
the patient's right sided readings глау point 
to a good prognosis while the sirnulta- 
neously read left sided response may in- 
dicate just the opposite. | 


Hanus ]. Grosz, M D., 
Albert Einstein College of Medicine, 
Yeshiva University, 
New York 61, N. Y. 
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Dr. Еверевтск W. $кзтАЕВр.—г. Seward, 
former owner and director of the Interpines 
Sanitarium, established by his father in 1890 
and eclosed in 1958, died at his home in 


Goshen, N. Y., March 4, 1960. He was a. 


graduate from the N. Y. Homeopathic Medi- 
cal College (1898) and was a former presi- 
dent of the N. Y. State Anti-Saloon League, 
and had been an active campaigner in the 
cause of Prohibition. He had been a fellow 
of the American Psychiatric Association. 


Pe rn rr dl 


1960 ҢҥзкАнсн AWARD ANNOUNCEMENT. 
—The National Mental Health Research 
Fund of the Canadian Mental Health Asso- 
ciation announces the second annual Re- 
search Award of approximately $22,000 
available this year. It is the intention to 
award this amount to one research scientist 
in whose name it will be held and paid as a 
guaranteed monthly stipend over a 2 to 4 
year period. 

Applications are invited from persons in 
Canada with appropriate scientific qualifica- 
tions in any cf the professional disciplines 
directly related to mental health or mental 
illness, Applications should be made by in- 
formal personal letter setting forth the 
major research interests as well as the sci- 
entific background of the applicant, and 
should be sent not later than May 3lst, 


+1960 to The Director, National Mental 
~ Health Research Fund, Canadian Mental 


Health Association, 11% Spadina Road, 
Toronto 4, Ontario. 


Tempo УУовто CONGRESS or PSYCHIATRY. 
—Under the auspices of the Canadian Psy- 
chiatric Association and McGill University, 
the Congress will be held June 4-10, 1961, 
in Montreal, Canada. English, French, Ger- 
man, and Spanish will be the official lan- 
guages. The program has been designed to 
include the many vital interests in psychi- 
atry today. Those wishing to present papers 
should communicate tvith the General Sec- 
retary, Dr. Charles A. Roberts, Allan Me- 
morial Institute, 1025 Pine Avenue West, 
Montreal 2, P. Q., Canada. A Second An- 
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nouncement, to be released in September, 
1960, will contain information about scign- 
tific films, registration, and accommodation. 


Dr. OvreRHorLseR Honorep.—Dr. Over- 
holser, Superintendent of Saint Elizabeths 
Hospital, Washington, D. C., was one of 
five to receive the President's Award for 
Distinguished Federal Civilian Service, the 
highest award the United States can give its 
career civil servants. Dr. Overholser was 
presented with the gold-medal award by 
President Eisenhower at the White House 
on March 8. | 


CUTTER LECTURER АТ Hanvanp.— Dr. Ben- 
jamin Pasamanick, professor of psychiatry 
and research director of the Columbus Psy- 
chiatric Institute and Hospital, has been 
named the Cutter Lecturer in Preventive 
Medicine for 1960 at Harvard University. 
He is the first psychiatrist appointed to the 
lectureship established in 1909 in the will of 
the late Dr. John Clarence Cutter. Dr. Pasa- 
manick will give two lectures on May 4 and 
5 on epidemiologic approaches to the in- 
vestigation of ‘childhood neuropsychiatric 
disorder. 





msn Mo Pes le rn. 


ANNUAL WORKSHOP IN Proyective Draw- 
INGS.—The workshop, conducted by Eman- 
uel F. Hammer, Ph.D., and Selma Landis- 
berg, M.A., will be held at the New York 
State Psychiatric Institute, New York City, 
from July 25 to 28. The suggested text for 
preparation is The Clinical Application of 
Projective Drawings, Charles Thomas, pub- 
lisher. Further information may be obtained 
from Miss Selma Landisberg, 166 East 35th 
Street, New York 16, N. Y. 


ини 


INSTITUTE FOR THE STUDY OF CRIME AND ` 
DeELINQUENCY.—The formation of the Insti- 
tute, 605 Crocker-Anglo Bank Building, 
Sacramento 14, California, has been an- 
nounced by its new president, Richard A. 
McGee, Director, California Department of 
Corrections. Its first project is the Inter- 
national Survey of Correctional Practice 7 
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Research, under the direction of Dr. Clyde 
E. Sullivan, with offices at 300 Mercantile 
Building, 2082 Centre Street, Berkeley 4, 
California. 


*AFTERMATH OF A ЕщЕ ON A GERIATRIC 


=- Warp.—A 20% increase in death rate during 


3 months following a fire on a geriatric ward 
of Topeka State Hospital is reported by Dr. 
D. R. Aleksandrowicz of that institute. In 
the emergency, most of the patients had 
been transferred temporarily to a vacant 


- ward, those remaining being placed in other 


services. No physical injury to any patient 
resulting from the fire or evacuation was 
observed, and regular medica] and nursing 
care was assured. It was thought that dis- 
ruption of milieu and separation from 
familiar patient groups, personnel, and en- 
vironment together with changes in routine 
and associated emotional reaction of per- 
sonnel might be factors in the increased 
mortality. The patients involved were all 
suffering from advanced organic brain syn- 
dromes. These experiences emphasize the 
emotional needs of geriatric patients and 
the special features of nursing care they 
require ; and it is suggested that on such a 
service the mortality (possibly also the 
morbidity) may be an index of emotional 
tension within the staff-patient community. 


CANADIAN MENTAL HEALTH ASSOCIATION. 
—The Canadian Mental Health Assembly 
and 42nd annual meeting of the Canadian 
Mental Health Association will meet June 
2-4, 1960, at the University of Alberta's 
Banff School of Fine Arts. Expected partici- 
pants include Prof. Jas. Tyhurst of UBC, 
Prof. Paul Lemkau, Johns Hopkins U., Rev. 
Noel Mailloux, Dr. Keith Yonge, U. of Al- 
berta, Miss Vivian Acord and Josèph R. 
Brown, 
Health, and Lawrence Linck, National Asso- 


- ciation for Mental Health. Further informa- 


tion may be obtained from the Conference 
Secretary, Canadian Mental Health Associa- 
tion, 114 Spadina Road, Toronto 4, Canada. 


Атроов FIUXLEY APPOINTED SLOAN VISIT- 


V Proressor.—Aldous Huxley, for the past 


AJ 
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Indiana Association for Mental 


year professor-at-large at the University of 
California, Santa Barbara, arrived at the 
Menninger Foundation School о: Psychi- 
atry, Topeka, Kansas, on March 15 to assist 
with the teaching of psychiatric residents 
for about 6 weeks. He is the twelfth visiting 
professor at Topeka provided for Бу a grant 
from the Alfred P. Sloan Foundation te The 


Menninger Foundation. | 


nd 


AMERICAN ACADEMY OF GENERAL PRAC- 
rIcE.—Dr. Ruth B. Freeman, president of 
the National Health Council, announced 
the Academy's election to membership in 
the Council. The more taan 26,000 Academy 
members, all of them physicians in the gen- 
eral practice of medicine and surgery, join 
the 70 other member organizations in the 
Council to work for health protection and 
improvement. 


GALESBURG STATE ВЕЗЕАВСН HosrrrAL.— 
The 10th Anniversary Symposium on "Re- 
search Approaches to и Problems" 
will be held October 21-22, 1960. The Sym- 
posiunr will survey many currently promis- 
ing biological, psycholcgical, and soc‘ologi- 
cal methodologies relevant to the problems 
of mental health. Interested prospective 
participants are invited to communicate as 
soon as possible with Thomas T. Tour-entes, 
M.D., Superintendent. 


-— 


2d 
SYMPOSIUM ON THE P35XCHOPHYSIOLOGICAL . 


AsPECTS OF Space Fricur.—Outstanding au- 
thorities in psychiatry, physiology, endo- 
crinology, and engineering will give papers 
at the forthcoming symposium on “The Psy- 
chophysiological Aspects of Space Flight.” 
Sponsored by the School of Aviational 
Medicine, the meeting will be held at the 
Aerospace Medical Center, San Antonio, 
Texas, May 26-27, 1960. Southwest Research 
Institute is hancling the arrangements. Lt. 
Col. Bernard E. Flaherty is the symposium 
chairman. The symposium proceedings will 
be published in the book form later this 
year. Further inzormetion may be obtained 
from Jack Harmon, Symposium Coprdi- 
nator, Southwest Research Institute, P.O. 
Box 2296, San Antonio 6, Texas. 
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TRAJNING IN MANAGEMENT OF Psxcur 
ATRIC PROBLEMS or Cun.pREN.—Boston Uni- 
versity School of Medicine, Department of 
Psychiatry, in cooperation with Boston City 
Hospital, Department of Pediatrics, an- 
nounces a training program in the manage- 
ment of emotional problems of children. 
The course is part-time and designed for 
practicing pediatricians and for all practic- 
ing physicians who are interested in prob- 
lems of childhood. It is made possible 
through a grant from the Public Health 
Service, for training of physicians in psy- 
chiatry. For further information write to 
Box 1, Boston University School of Medi- 
cine, 80 East Concord St., Boston 18, Mass. 


ARGENTINE SOCIETY or PSYCHOSOMATIC 
MzniciNE.—The Society announces the ap- 
pointment of a new governing board. The 


newly elected president, Dr. Mauricio Kno- 
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bel, is an APA member. The aims of the 
society, which meets monthly in Buenos 
Aires, is to encourage an exchange of sci- 
entific ideas throughout the world. Contacts 
should be made to Sociedad Argentina de 
Medicina Psicosomatica, Honduras 4145, 
Buenos Aires, Argentina. 


SOCIETY or BIOLOGICAL Psycmatry.—The 
annual meeting of the Society will be held 
in Miami Beach, Florida on June 11-12, im- 
mediately preceding the clinical meeting of 
the American Medical Association. An in- 
teresting program has been arranged and 
the Academic Lecture will be given by 
Hans Hoff, M.D., Professor and Head of the 
Department of Psychiatry of the University 
of Vienna. 

He has chosen for his subject : “The Role 
of Biological Treatment in Comprehensive 
Psychiatric Management.” 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


The American Board of Psychiatry and Neurology, 
Inc., and its Committee on Certification in Child Psy- 
chiatry, announce the certincation of the following as 


Diplomates in Child Psychiatry. 

FEBRUARY, 1959 

Allen, Frederick H., 3915 Henry Ave., Philadelphia 29, Pa. 

Curran, Frank J., 55 East 86th St., New York 28, N. Y. 

Став, Orhilda, 3120 Harvey Ave., Cincinnati 29, Ohio. 

Langford, William 5., Pediatric Psychiatric Clinic, Babies 
Hospital—4-E-12, 622 West 168th St., New York 32, N. Y. 

Lippman, Hyman $. Amherst Н. Wilder Child Guidance 
Clinic, 670 Marshall Ave., Sc. Paul 4, Mina, 

CL J. Franklin, 355 South Franklin Sr., 

Barre, Pa. 

"OCTOBER, 1959 

` Abrams, Alfred Lawrence, 10 Links Dr., Lake m N. Y. 

Adatto, Carl P. 6205 Garfield Sr, New Orleans, La 

Alpern, Evelyn: E, Children's Hospital, 219 Bryant St. 
Buffalo 22, N. Y. 

Anderson, Forrest Nelson, 


Wilkes- 


14317 Huston St, Van Nuys, 


if. 

Apffel, Philip R., 32 Clinton Ave., Newark 5, N. J. 

Balikov, Harold, 679 North Michigan Ave. Chicago 11, Ill. 

Balser, Benjamin Harris, 872 Fifth Ave. New York 21, 
М.Ү 


Beiser, Helen К., 737 North Michigan Ave., Chicago 11, Ш. 

Benjamin, Anne, 664 North Michigan Ave., Chicago 11, Ш. 

Berlin, Irving Norman, 731 Buena Vista Ave, W., San 
Francisco 17, Calf. 

Berman, Sidney, 3000 Connecticut Ave., М. 
ton 8, D. С. 

Blau, Abram, The Mount Sinai Hosp., 1176 Fifth Ave., New 
York 29, N. Y. 

Blom, Gaston E. University of Colorado School of Med., 
4200 East 9th Are., Denver 20, Colo. , 

Brockbank, Thomas William, 2 Greenridge Ave. White 
Plains, N. Y. 

Chem, Stella, 1165 Fark Ave., New York 28, N. Y. 

Comiye Hunter Hall, $475 Weodward Ave., Detroit 2, Mich. 

Conn, Jacob Harry, 812 Medical Arts Bldg., Baltimore 1, 
Md 


W., Washing- 


Cramer, Joseph Benjamin, Albert Enstein College of Med., 


Dept. of Psychiatry, Eastchester Rd. and Morris Park 
Ave., New York 61, М. Y. 
Cunningham, James Morrow, 141 Firwood Dr., Dayton 30, 
Dudley, Frederick D., Front and Jackson Ses., Media, Ра. 
Durfee, Marion B., 40 East Dayton, Pasadena, Calif. 
Falstein, Eugene L, 25 East Washington St, Chicago 2, Ш. 
Frankl, George, Child Guidance Clinic of Forsyth County, 
Graylyn Court, Robin Hood Rd., Winston-Salem, N. C. 
Friend, Maurice R., 262 Central Park W., New York 24, 
N. Y 


Gardner, George Edward, 295 Longwood Ave, Boston 15, 
Mass. 

Geiger, Sara G., 822 West Kilbourne Ave, Room 515, 
Milwaukee 3, Wis. 

Goodman, Soll, Westchester Center for Child Guidance, 17 
North Chatsworth Ave., Larchmont, N. Y. 

Green, Sidney Lewis, 600 East 18th St, Brooklyn 26, М. Y. 

Greenberg, Harold A., 664 North Michigan Ave. Chicago 
11, Ш. 

Greenwood, Edward D., 3617 West Sixth St, Topeka, Kan. 

Herskovitz, Herbert H., 609 Suburban Square Bldg., Ardmore, 
Pa. 

Hertzman, Jack, Doctors’ Bldg, Room 302, Garfield Pl., 
Cincinnati 2, Ohio. 

Hirschbegg, Cotter, 2221 W/est Sixth. Ave., Topeka, Kan. 

Hulse, Wilfred С., 350 Central Park W., New York 25, 
N. Y. 

Jessner, Lucie, North Carolina Memorial Hosp., Chapel 
Hill, N. C. 

Josselyn, Irene M., 664 North Michigan Ave. Chicago 11, 
ПЕ. 


Kaplan, Elizabeth Bremner, Parke Towne Place, Apt. 1706 
South, 2200 Ben Franklin Parkway, Philadelphia 30, Pa. 

Kaplan, Maurice, 1015 Bobolink Rd., Highland Park, lii. 

Kaplan, Samuel, 23 Bay State Rd., Boston, Mass. 

Kaufman, Bernhard, 161 West Wisconsin Ave, Milwaukee 
3, Wise. 

Kazan, Avraam T., 2 Greenridge Ave., White Plains, М. Y. 

Kelly, Wiljam H., Cass Bldg., South Walnut St, Lansing 
13, Mich. 

Kenworthy, Marion E., 


N. Y 


1035 Fifth Ave. New York 28, 
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Kirkpatrick, Milton E., Monmouth Medical Center, Long 
Branch, N. J. 

Knowlton, Peter, 1700 Bainbridge Sc, Philadelphia 46, Pa. 

Kulka, Anna M., 10640 Santa Monica Blvd., West Los 
Angeles 25, Calif. 

Lambert, John F., Four Winds, Katonah, М. Y. 

Laufer, Maurice W., 1011 Veterans Memorial Pkwy., River- 
side 15, R. I. 

Leyitin, Elizabeth MacDougall, 

ldg., Skokie, Ш. 

Loomis, Earl A., ]у., 3041 Broadway, New York 27, М. Y. 
Lourie, Reginald $., Children's Hosp. of the District of 
Columbia, 2125-13th St., М. W., Washington 9, D. C. 

Lytton, George J., 2200 McCoy, Kansas City 8, Mo. 

Mann, Haroló E., 1166 Grizzly Peak Blvd., Berkeley 8, 
Calif. 

Marasse, Henry F., 147 Mercer Ave., Hartsdale, М. Y. 

Markey, Oscar B., 10300 Carnegie Ave., Cleveland 6, Ohio. 

Marsh, Elias J., State Office Bldg., Hartford 15, Conn. 

Mohr, George Joseph, Mount Sinai Hosp., 110 North Hamel 
Rd., Los Angeles 48, Calif. 

Ness, Claire M., 2050 E. 96th Sr., Cleveland 6, Ohio. 

Pavenstedc, Eleanor, 30 E. Concord St., Boston 18, Mass. 

Pearson, Gerald H. J., В-1023, The Presidential Apts., 
Philadelphia 31, Pa. 

Philbrook, Anna L., 121 S. Fruit Se., Concord, М. H. 

Rabinovitch, Ralph D., Hawthorn Center, 18471 Haggerty 
Rd. Northville, Mich. 

Rexford, Eveoleen N., 315 Dartmouth St., Boston 16, Mass. 

Rose, John À.; 1700 Bainbridge St., Philadelphia 46, Pa. 

Ross, John Robert, Jr., 600 S. State St., Syracuse, М. Y. 

Ross, Mabel, Public Health Service, 42 Broadway, New York 
4, М. У. 
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.Weatherly, Howard E., 133 South Lasky Dr., 


13, Calif. 
Philad&phia a 


Ryan, John Francis, 392 Laurel 5t., San Franci: 

Schaefer, Phyllis D., 4953 McKean Ave., 
Pa. 

Segenreich, Harry M., 6 North Michigan Ave., Chicago 2; uL 

Shirley, Hale F., Sctanford-Palo Alco Med. Center, Srinfbrd; 
Calif. 

Sobel, Raymond, 280 Mamaroneck Ave., White Plains, М. Y. 

Struthers, J. М. Pierson, Box A, 3501 Willis Rd., Ypsilanti, 
Mich. 

Stubblefield, Robert L., 5323 Herry Hines Blvc., Dallas 35, 
Tex. 

Susselman, Samuel, 344 Parnassus Ave., 
Calif. 

Sylvester, Emmy, 2674 Filbert £t., San Francisco 239 Calif. 

Szurek, Stanislaus Andrew, 137€ Third Ave., Зап --ancisco 
22, Calif. 

Tarjan, George, Pacific State Hosp., Box 100, Famora, Calif. 

Thompson, Jean Archibold, Bureau of Child ‘Guidence, 80 
Lafayette St, New York 13, N. Y. 

Valens, William Lyall, Parliament Bldgs., Victoria В. C., 
Canada. 

Vogel, В. Frank, 808 Park Ave., Manhasset, IN. Y. 

Eeverlzy Hills, 


San Егапс@со 17, 


Calif. : 
Weil, Annemarie P., 11 East G8th St., New Yerk 2.. М. Y. 
Weinreb, Joseph, 523 Ward St.. Newton Center 59, Mass. 
Welsch, Exie Elizabeth, 160 East 65th Sc, New York 21, 
N. Y 


Wise, Louis J., 110 North Hamel Rd., Los Argeles 48, Calif. 
Zwick, Paul А., Rochester Child Guidance Cen:er, ^1 Gibbs 
St., Rochester 4, М. Y. 


FINE THREADS 


А man bade a spinner spin fine threads. The spinner span fme threads, but tae man 
declared that the threads were not good and that he wished the very finest of fine 


threads. 


The spinner said, "If those are not fine enough for you, then here are some others 


that will suit you." And she pointed to a bare spot. 


The man declared that he could not see them. 
The spinner replied, "The fact that you cannot see them proves that they are very 


fine ; I can't see them myself." 


The fool was rejoiced, and ordered some more of the same thread, aad paid down the 


money for it. 


\ а? 
X 


—ToLstoy 
(who was also looking 
for fine threads). 

9 
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SYMPOSIUM ON SCHIZOPHRENIA. Edited by L. 
Lopez-Ibor. (Madrid: Consejo Nacional 
De Investigaciones Cientificas, 1957, pp. 
398.) 

ө 


In this volume are published the lectures 
give: at the Symposium on Schizophrenia held 
in 1955, at the Neuropsychiatric Clinic of the 
Madrid General Hospital, and sponsored by 
the National Research Council. It is edited by 
Dr. Lopez-Ibor, Head of the Clinic and 
initiator of the symposium. It is unfortunate 
that only the lectures are published; it 
would have been desirable to present the dis- 
cussions as well. The volume contains 24 
papers, delivered by 20 authors,.of whom 8 
were invited from outside of Spain : 2 Portu- 
guese, one French, 2 Germans and 3 Swiss. 

It is not possible, in this review, to sum- 
marize all 24 chapters. There is a wide range 
of content and also of quality, though most 
of the papers are of high calibre. Interesting 
for the American reader is that this volume 
gives clear in-ormation about the current 
trends of thought of the official psychiatry in 
Spain, of which so little is known in this 
continent. А 

Since the beginning of this century, Spanish 
medicine has been strongly influenced by Ger- 
many and this impact has been strongest on 


psychiatry. This symposium clearly shows that 


this adherence still persists very strongly. As 
an example it could be mentioned that neither 
E. Minkonsky nor Sechaye are quoted by any 
of the Spanish authors. Only the 2 French 


‚ speakers invited, Н. Ey and Ch. Durantd give : 


. credit to these authorities. 

As shown by this book, contemporary aca- 
demic psychiatry in Spain—with some excep- 
tions—is descriotive, phenomenological and 
existential anthropological, closely following 
Jasper, K. Schneider, Wyrsch and Biswanger. 
No interest is shown in psychodynamics or 
genesis. of symptoms. Schizophrenia is con- 
ceived as a “psycho-organic” process, a “зота- 
tosis" of endogenous origin. The basic mani- 
festation is a "disturbance of the activity of the 
self" in terms of “being-in-the-world” that 
expresses itself by alterations of the emotional 
life which later become fixated in personality 
disorders (L. Ibor). Characteristically the only 
contribution devoted № psychotherapy is a 
chapter written by Ch. Durantd, the Director 
Les Rives de Prangins,” Switzerland. There 
are,\ however, 4 dealing with the biological 
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and physical treatments, including leucotomy 
and its technique. 

As it is inevitable in such a collection, there 
is much overlapping and repetition. The re- 
viewer feels that much of this could have been 
avoided if some of the authors could have 
indulged less in theoretical discussions and 
speculations of the literature, and concentrated 
in the discussions of their own opinions and 
conclusions as based on objective facts derived 
from their personal observations and research. 

The non-Spanish psychiatrists are among the 
best known Jeaders of continental psychiatry ; 
though all their contributions are very valuable, 
they deal with their already well known points 
of view, without adding anything essentially 
new to their conceptions. Two contributions 
to this symposium by Barahona and Polonio, 
both from Lisbon, should be mentioned ; they 
deal respectively with acute schizophrenia, and 
with the different types of evolution of the 
psychosis. 

The typographical presentation of the book 
is good. Unfortunately the great number and 
kind of misprints makes the reading at times 
very disturbing, for instance “chronic” instead 
of “clonic,” “fusion” for “function” and so on. 
In addition to the general index of chapters, 
there is an excellent index of subjects and 
another of the authors quoted in the text. 

On the whole, this is an excellent book that 
gives a quite complete idea about how the 
problems of schizophrenia are approached by 
an important group of European psychiatrists. 
Both the National Research Council of Spain 


and Dr. Lopez-Ibor deserve appreciation for 


the service rendered. 
M. Prapos, M.D., 
Montreal, P. Q. 


INTERNATIONAL REVIEW OF CRIMINAL Роххсх, 
No. 13, Ocrosxn 1958. (United Nations 
Publication. ) 


This volume contains another topical bibliog- 
raphy of current technical literature relating 
to the prevention of crime and the treatment 
of offenders. It is the most exhaustive review : 
of its kind and its value is augmented by the 
inclusion of an author index. 

The remainder of this issue deals with the 
question of prostitution. There are authorita- 
tive accounts of the existing situation in a num- 
ber of selected countries. | 

| К. С. Gray, 
Toronto, BN 


`` 
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Dr. KzrLy or Horxiws. By Audrey У. Davis. 
(Baltimore : The Johns Hopkins Press, 
1959, xii + 242 pp. ills. $5.00). 


Dr. Kelly was one of "The Four Doctors" 
who founded the Johns Hopkins School of 
Месте, that opened its doors to students in 
1893. Kelly was the youngest of the four, Osler 
the oldest. 'The' first class included 15 men and 
3 women, the Hopkins being the first school 
in the United States to admit women. By 1893 
the faculty had grown from 4 to 15. 

The original four—in order of appointment, 
Welch (pataology), Osler (medicine), Halsted 
(surgery), Kelly (gynecology)—have been im- 
mortalized in Sargent’s splendid painting that 
hangs in the Welch Medical Library at the 
medical school. 

It is a singular fact that ample biographies 
of the first three of the founders were written 
long ago, also biographies and autobiographies 
of numerous others of the early Hopkins staf ; 
Kelly alone, until now, had remained without 
the story of his life being told in book form. 
This is all the more remarkable because he 
was the most spectacular of the great Four 
and one would have thought that because of 
the unique features of his personality and his 
life he would have been the first to attract a 
biographer. 

But Kelly had chosen the one who кейн 
tell his story, and one peculiarly suited to do 
so. Miss Davis was for twenty years his in- 
valuable secretary, friend and collaborator and 
to her he bequeathed his private papers and 
the note books he had filled with his experi- 
ences and observations over the years. Besides 
there were the day-to-day conversations from 
which she quotes freely, as well as from a rich 
correspondence, the Hopkins archives and 
other sources. The result is a fascinating book. 
Writing it was a labor of love. In her pages 
Dr. Kelly still lives. 

He was a born naturalist. From early boy- 
hood he had ranged far and wide over the 
country collecting and studying specimens of 
all kinds, his chief delight being reptiles. He 
had wished to spend his life as a student of 
nature but vielded to his father's influence and 
turned to medicine as the more useful, not to 


‚вау remunerative career. He remained, how- 


ever, a devoted naturalist by  avocation 
throughout his life, 

From the first in his years of practice Kelly's 
main interest was gynecology, and here his 
exceptional talent was promptly apparent. He 
was but 31 years old and only 7 years out of 
medical school when he was called from 
Bhiladelphia to Baltimore to head the depart- 


\. 


ment of gynecology at the new medical school 
of the Johns Hopkins University ; and here he 
developed an unequalled cperative pa:tern that 
made him famous throughout the world. 
great was the demand for his services that he 
was obliged to establish a private hospital of 
his own near his residence to accommodate the 
patients that thronged to his clinic. 

After 30 years as professor of gynecfflogy 
he retired from the medical faculty, but con- 
tinued with his numerous private interests, 
writing, lecturing, traveling and exploring 
nature and stocking his private museum and 
library. He performed operations until his 
eightieth year. 

Kelly believed that the labourer is worthy 
of his hire and he was the only core of the 
Four Doctors who made money by practicing 
his profession. Rich patients were charged 
high fees—the standard figure for an obstetrical 
case was $500—but he also tempered. -he inan- 
cial wind to the shorn lamb, and he refused 
no patient who could not pay. His charities of 
many kinds were extremely large. Not long 
after the medical school opened, expanded 
facilities became necessary, especialy in the 
gynecological department. To meet this need 
Kelly wrote his personal cheque for $5,000; 
sometime later another cor.tribution of $10,000. 
He gave several thousand books to tae medical 
library. To illustrate his kooks he brought the 
distinguished German artist, Max Broedel to 
the Hopkins, and was thus resporsible for 
establishing the first department of medical 
art with Broedel the first professor in. -he world 
of such a department. 

The full title of Miss Davis' book is Dr. Kelly 
of Hopkins, Surgeon, Scientist, Chrisian. This 
may seem an extraordinary caption, but it is 
safe to assume that it is as Dr. Kelly would- 


have had it. It is not impossible that he may ' 


have suggested the subtitle. It would bs dif- 
ficult to conceive of four giants of medicine, 
brought together to colleborate in ‘aunching 
a great medical school aad hospital, each of 
whom differed so striking.y from th» others in 
personal characteristics ; and vet whose sepa- 
rate ` undertakings fitted so congenially to- 
gether in pioneering the heroic age of mecicine, 
who glorified in each othez’s achievements, and 
as the years wore on manifested such strong 
mutual affection. But Kely's personality боп- 
trasted with that of each of the cther three 
particularly in his conspicuous, even obt-usive 
religious habits and practices. If ever there 
was a “God intoxicate man it was Howayd 
Kelly. Christian doctrine and belief hai 4e- 
come an overmastering influence in his Ме 
from boyhood on. He recalled a youthful рх- 
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| "wrote : 


periegc® during an interlude in his medical 
course, spent on a western ranch. On a winter's 
Ajght,. bedfast. with snow blindness in the 
course of a three-day blizzard “there came as I 
sat propped up in my bed an overwhelming 
sense of a great light in the room and of 
the certainty of the near presence of God, 
lasting perhaps a few minutes and fading 
awa¥, leaving a realization and a conviction 
never afterward to be questioned, . . . a cer- 
tainty above and beyond the processes of 
human reason.” 

On. the night of the day he graduated in 
medicine the young physician noted in his 
diary : "I dedicate myself—my time—my capa- 
bilities-my ambition—everything to Him. 
Blessed Lord, Sanctify me to Thy uses. Give 
me no worldly success which may not lead me 
nearer to my Savior.” ` 

Later, at the Hopkins his religious views 
were so contrary to those prevailing among 
the staff that his colleagues wondered how so 
brilliant’ a man could harbor such beliefs. 
Finally they gave it ир; hé was an enigma. 
Kelly began and ended every day with an 
hour of bible study and prayer. "Never," writes 
his biographer, “did Kelly pick up a scalpel 
without prayer that his hànd be guided. . 
Riding in a taxicab, when halting at a red 
light he woulc introduce some earnest remarks 
with “Cabby; I hope when you and I come to 
the gate of heaven, the light will be green." 

Dr. Kelly died in. January 1943 six weeks 
before his eighty-fifth birthday. He was the 
last of the Four Doctors to go. His last words : 

"My Bible, Nurse, give. me my Bible." There 
seems to be no question that he firmly be- 
lieved in immortality. In’ his last textbook, 
Gynecology, finished at the age of 70, Kelly 
“My pleasant task is доре; the shad- 
ows fall well zslant my page ; it is almost time 
to draw the curtains and turn on the Great 
Light.” 

. Dr. Kelly’s seven birthday was йе 
occasion of a great gathering of his friends and 
colléagues for a testimonial dinner. Welch, 
the only other survivor of the immortal Four, 
lay mortally ill in the Johns Hopkins Hospital. 
He sent a lettzr, one of the great letters of all 
time, in which he happily and touchingly re- 
viewed “forty-four years of our uninterrupted 
association, friendship and affection and love." 
And then, as part of his tribute, “I have always 
felt, as did Osler, that you did ‘more than any 
of us to extend the farte of the Johns Hopkins 
Ubjversity to distant parts ; and the hospital 
ойргед. no greater attraction. than the oppor- 
{ий у to'see you and your work, and the new 
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methods which you were so rapidly develop- 
ing." 

А year later Welch was gone. Speaking of 
his cherished friend Kelly said, "It is very sad 
and strange that at the end, Christian faith 
demands some expression of hope. He was so 
lovable that I hope some light entered before 
the end." (1) ' è 
C. B. F. 


CLINICAL STUDIES IN CuLTuRE CONFLICT. 
Edited by Georgene Seward, Ph.D. (New . 
York: Ronald Press Co., 1958, pp. 598. 
$7.00.) 


This book is а product of фе University of 
Southern California, where Dr. Seward is 
associate professor of psychology. It is a 
sequel. to the editors Psychotherapy and 
Culture Conflicts (New York: Ronald Press, 
956), in which she presented the principle 
psychological differentials among certain eth- 
nic groups. The cuxrent volume illustrates in 
greater-length and detail how these psycho- 
logical factors influence personal-functioning 


‚апа psychotherapy. . 


Consisting of a series of case ‚ studies involv- 
ing conflicts associated with ethnic minority 


‚ groups, this work shows the value of а multi- 


disciplinary approach to current problems in 
the social sciences. There are 22 chapters, 
written by 20 clinical psychologists, 3 psy- 
chiatrists, and 2 anthropologists. In order to 
integraté the material the editor has written a 
brief preview. and postscript for each of the · 
5 major sections. Part One has an introductory 
chapter by the editor, in which she discusses 
various personality features and culture con- . 
flicts ; the second chapter is devoted.to methods 
of diagnostic evaluation and testing. Part Two, 
a collection of case studies relative to the 
Negro's róle: in this country, presents the 
Negro as having the greatest problems and the 
most extreme form of ambivalence because he 
lacks a specific sub-culture of his own. Part 
Three deals with the American Indian, while 
Part Four treats of the various groups having 
a Spapish legacy, such as Mexican-Americans, 
Puerto Ricans, and Filipinos. Part Five is 
devoted to the Japanese-American, and the 
concluding part deals with the Jews and Ar- 
menians of European background. 
The book strongly suggests that the human 
raw material does not differ with culture or 
sub-cultures, but that each individual culture 
tends to select and develop certain aspects 
of the total potential personality. It is empha- 
sized . that’ the therapist must increase his 
sophistication about cultural backgrounds in 
order to give the best care to his patients. 
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Psychotherapists of all schools of thought will 
find this work helpful in- the specific areas 
mentioned above. ` 
Eric T. CARLSON, мр. 
New York Hospital- 
Cornell University 
Medical College. 


Der Gancster. By Hans von Hentig. (Berlin : 
Springer-Verlag, 1959, pp. 245. DM 
19.80.) 


Dr. von Hentig is a psychologist-sociologist, 
and in the present volume offers a criminal- 
psychological study of the American gangster. 
It is a fascinating book, and at the same time 
a shocking one. The political and social cor- 
ruption that makes the gangster possible is 
revealingly uncovered in these pages, although 
this is by no means the main task of the 
author. It sounds, or rather, reads even more 
depressingly in German than it does, in Eng- 
lish, that one gangster "In 44 Jahren seines 
Lebens war der Gangster 44mal verhaftet wor- 
den und jedesmal freigekommen" (p. 220). 
This is a familiar pattern. Our’ outmoded 
penology, and our antiquated approach to the 
criminal are painfully apparent when one reads 
a book like this. But Dr. von Hentig's purpose 
is not to reform but to understand—an indis- 
pensable condition or prerequisite for anyone 
interested in reform, and so his inquiry is 
aimed principally at discovering the charac- 
teristics of the gangster. Не considers the 
genealogy of the gangster, his cultural milieu, 
his women, the functions and operations of 
the gangster, his defensive techniques, his 
bodybuild, his so-called primitive drives, his 
infantilism, his intelligence and related traits, 
his superstitions and symbolie behavior, at- 
titudes toward death, and the like. 

Dr. von Hentig occasionally falls into some 
unexpected naivetes, as in his belief in "throw- 
backs" and "atavisms," beliefs which belong in 
the same class as "phlogiston" and "ghosts." 
In fact, there is a little too much- of this, and 
this rather spoils an otherwise valuable, book. 
It is not going to help us very much to be 
told, as Dr. von Hentig finally concludes, “This, 
then, is the gangster. A manicured savage, 


‘clothed by the best of tailors. The cannibal 


with the cadillac. The Stone Age Man in our 
midst, the barbarian in his deepest heart, and 
the beast of prey in his blood.” Nevertheless, 
Dr. von Hentig has written a socially, if not 
psychologically, valuable analysis of one as- 
pect of the contemporary social scene. 
. ASHLEY MoNTAGU; Pu.D., 

Ы Princeton, М, J. 
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Скоор PSYCHOTHERAPY: THEORY anD enac- 
Tice. 2nd. Ed. By J. W. Klapmcn. (New 
York : Grune and: Stratton, 195€; pp. 284, 
$6.75.) p 


The second edition of this. usefu. book is 
a comprehensive, well balanced зигузу cf the 


. history, current theoretical concepts end major 


forms of practice of group therapy. Abaut a 
third of the book is devoted t» an historical 
survey and review of theoretical concepts. "The 
latter are drawn chiefly from psychoanalysis 
and group dynamics. The remainder describes 
all the major current forms of group therapy. 
Each method is fairly presented, wit suppor- 
tive illustrations. They асе amangec roughly 
in terms of amount of cirectivenesz, on the 
assumption that this parallels the degree of 
disorganization of the patients for which each 
is most suited. The more disorganized the pa- 
tient, the more explicit the direction he needs. 
Two brief chapters at the end, whick. give the 
impression of being tacked on for cor15leteness, 
consider assessment of the results -37 therapy 
and milieu therapy. The former is hopelessly 
inadequate ; the latter, thougk brief, is suf. 
ficient in view of the fact that many aspects 
of milieu therapy had been treated in earlier 
chapters. 

Perhaps the outstanding feature of this book 
is its general good sense. The author rizhtly 
maintains that successful psychotherapy must 
engage intellectual as well as emocional as- 
pects of the patient's personality апі stresses 
the re-educative aspect of al. forms of psy- 
chotherapy. While there is nothing in the book 
that is startling, original, or incisive, neither 
is there anything that is hiassed or unfair, and 
the author's wide clinical >хрегіепсе 5 evident 
in his evaluations throughout. There :s an aden 
quate bibliography. 

This book will be of the Е Use Bo per- 
sons who desire a sound gereral orientation 
to the field of group therapy. In its vnpre- 
tentiousness, good common sense and cimical 
acumen, it is a fitting monument to 1$ author. 

Jerom: D. FRANK M.D., 
Baltumore, Md. 


MOTIVATION : А Systematic lEINTERPEETA- 
tion. By Dalbir Bindra. (New York: 
Ronald Press, 1959, pp. 361. $5.50.) 


For the clinical psychiatrist it is Lkely that 
only a few parts of this book will be à interest. 
The chapters on the nature of the problem of 
motivation, on motivational phenomena and pn 
human motivation presen: the theoretical «hd 
experimental issues of the subject im a tefe, 
condensed way. For the theoretician an fex- 
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perimental psychologist or psychiatrist the 
entire book offers a resumé of the data and 
axguments in а manner which is quite useful. 
The topics, in addition to those mentioned, are 
on goal direction, the development of motiva- 
tion activities, an analysis of reinforcers, the 
factors determining habit strength, the role of 
sensgry cues, arousal and behavior and the 
role of blood chemistry. 

' The book is restricted to phenomena that 
are “purposive” or “goal-directed”; all old 
experimental data are reinterpreted in the 
light of newer hypotheses and the up-to-date 
experimental data on animals leading to mod- 
em theories gives the author the opportunity 
to evaluate the new theories. He rejects in- 
stinct theory and drive theory as redundant 
descriptions which are not explanatory. He is 


also dissatisfied with the “neurologizing” of 


some experimenters. 

The attempts at making psychoanalytic 
theory an overall psychological system did 
not seem to <cttract Bindra even though he 
deals with identical, if not parallel, phenom- 
ena. For example, he discusses “functional 
autonomy but only the experimental data on 
animals involved and not the peycaoudnlyte 
theory. 

Those students and researchers чебер 
Bindra's approach will find the book most use- 
ful as a reference source and as a systematic 
attempt to clarify the issues ; those whose ap- 
proach is different will have to answer the 
questions he raises in the polemic part of his 
book. 

Norman Вешев, M.D., 
San Francisco, Calif. 


A Manuva ron EEG Tecunicians. Ву Rhoda 
Feinstein Milnarich. Foreword by Robert 
S. Schwab. (Boston, Mass. : Little, Brown 
and Co., 1958, pp. 222. $5.50.) 


This 222 page book with 83 illustrations 
fils a gap in an area which has not been 


. covered since Ogilvies Manual of Electro- 
encephalography of 1945. It is written essen- 


tially to help the technician become oriented 
to the job and also improve the technique 
of taking an electroencephalogram which de- 
mands skill and patience. The book explores 
the difference in the role between technician 
and electroencephalographer as well as the 
various methods on taking an EEG. It plods 
a middle cours? in areas which are some times 
oHgcured by more heat than enlightenment. 

e importance of the relationship between 
patient and technician is given sufficient at- 
tention. The chapter on artifacts is especially 
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helpful and the succinct chapter on electron- 
ics provides easily -assimilated facts about elec- 
trical aspects of the EEG. 

A variety of very practical suggestions are 
given in the book ; i.e., what to do and how to 
describe a seizure during an EEG, how to add 
to the medical history for the electroencephal- 
ographer. A glossary of terms Ча the back of 
the book adds to its usefulness. For the begin- 
ning technician this book is very helpful and it 
is a worthwhile addition to the EEG lab. 

А. N. Browne-Mayers, M,D., 
New York, N. Y. 


GRUPPEN PSYCHOTHERAPIE. By Zerka T. More- 
no, et al. (Bern: Hans Huber, 1957. 
$4.00.) 


This is a series of 20 papers, 5 of them in 
English. The òther 15 are in their original 
language, mainly German or French. Brief 
English abstracts are included. The articles 
are fairly general in interest. The English 
articles include one by George Bach present- 
ing his field theory which is a variant on Kurt 
Lewin with considerable elaboration and some 
rather general illustrations. Nathan Ackerman's 
paper discusses the historical and social origin 
of group psychotherapy with some emphasis 
on the failures of psychoanalysis. Rudolf 
Dreikurs has an article about the relationship 
of group psychotherapy to the democratic 
process which defines the psychotherapeutic 
group as а relationship between equals. W. 
Schindler of London is more concerned with 
the fact that group psychotherapy has strong 
resemblances to a recapitulation of the original 
family group and his belief that the trans- 
ference problems are identifiable in this pat- 
tem. Mrs. Zerka T. Moreno presents a paper 
on case work with psychodrama as utilized 
with pregnant mothers. Several of the ab- 
stracts are intriguing. The German authors 
have presented several formulations of the 
dynamics within the group but in general 
there is little which has not been in the Eng- 
lish literature before this time. Both J. L. 
Moreno and Martin Grotjahn have written 
papers in German for this periodical but again 
there seems to be little which differs from their 
previous formulations, 

CARL А. Wurraxgn, M.D., 
Atlanta, Ga. 


A History or Емвкхогосу. By Joseph Need- 
ham. (New York : Abelard-Schuman, 1959, 
pp. 304. $7.50.) 


This is the second revised edition of a book 
originally published in 1934. At that time thé 
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work established itself as the leading arbeit 
of its kind, and now, with the assistance of 
Arthur Hughes, lecturer in anatomy at Cam- 
bridge, the work has been brought up-to-date 
and enlarged. It is a most welcome revival of 
a book that has been too long out of print, for 
itis one of the most readable of books, and 
certainly the «nost informative on the subject 
with which it deals, It is not only a valuable 


‘contribution to the history of science, but quite 


as eminently so an illuminating history of the 
force with which culture conditions thinking. 
| Азнтех МомтАсо, Pu.D., 
Princeton, М. J. 


Тнк GrowtH or LocrcAL THINKING FROM 
CHILDHOOD TO ADOLESCENCE. Ву Bärbel 
Inhelder and J. Piaget. (Translated by 
Anne Parsons and S. Milgram.) (New 
York : Basic Books, 1958, pp. 356. $6.75.) 


The first part of this book consists of a 
series of experiments by Inhelder, each fol- 
lowed by a theoretical analysis by Piaget. The 
analyses and the final 3 chapters represent an 
attempt to interpret the experimental (or, 
rather, observational) data in terms of Piaget's 
theory of the development of thinking from 
childhood to adolescence. 

The book is not easy to follow for several 
reasons. In the first place, it presupposes some 
knowledge of Piaget’s earlier work on cognitive 
development, some acquaintance with his 
views on the relationship of psychology, and 
logic, and some familiarity with the symbolism 
of formal logic. There is a helpful introduc- 
tion by one of the translators which .briefly 
sets the stage for the reader ; even so, readers 
unfamiliar with Piagets writings will find this 
a difficult book. 

A second difficulty arises from Piaget's' use 
of familiar technical terms in unfamiliar ways. 
For example, in Piaget's system the term "oper- 
ation"—a key concept in Piaget's presentation— 
has a specialized meaning quite unlike that as- 
signed to it in current North American psychol- 
ogy. For Piaget, concrete operations are actions 
that are “internalized,” "integrated with other 
actions to form general reversible systems," 
and "accompanied by an awareness on the part 
of the subject of the techniques and coordina- 


' tions of his own behavior.” The focus of the 


book is on the transition from reliance on con- 
crete operations, characteristic of children be- 
tween 7 and 11 years of age, to the utilization 
of formal operations, apparent in the thinking 
of adolescents, Whereas concrete operations 
are related to the logic of classes and rela- 
tions, formal operations are related to propo- 
witional lozic. Ability to think in terms of 
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propositional logic (for example, to "recognize 
what conclusions may be drawn from certain 
premises) appears, according to the anthers, 
only at about the age of 12 years. 

A third difficulty facing the reader is pri- 
marily a methodological one. А vsyckologist 
accustomed to statistical analyses of experi- 
mental findings is likely to feel dissatisfied and 
baffled by the authors presentation of data. 
Each of the first 15 chapters describes an ex- 
periment in which the subjects аге set a task, 
the solution of which is based cn a simple 
scientific principle, e.g., the equality of angles 
of incidence and reflection, the ccnsezvation 
of motion in a horizontal plane. A description 
is given of the behavior of subjects at various 
stages of development, illustrated Ъу sample 
protocols. One cannot tell, however, how many 
subjects were tested at each age level; nor is 
there any clear indication of the amount of 
variability found among children of any one 
stage of development. Consequently, there are 
problems in interpretation. One may suspect, 
for example, that differences between Piaget’s 
stages of development are not as clear-cut as 
the book sometimes seems to sugges- The 
data, as presented, do not allow the rezder to 
check suspicions of this kind. 

The importance of the book resides largely 
in Piagets presentation of a set of logical 
schemata to assist in the study of thinking as a 
psychological process. Since it concentrates on 
the stage of development at which formal 
operations first appear, the book allows Piaget 
to expound and illustrate his system more fully 
than he has done elsewhere. Moreover, the in- 
genious series of studies by Inbelder can 
hardly fail to stimulate further research and 
to lead to an increased interest in Piaget's 
attempt to provide a theoretical Cramework 
for the study of thought processes. ` 

ВуснАвр H. Warrens, Pu. D., 
University of Toronto. 


THe Овїсїм or Species. By Charles Carwin. 
Edited by Morse Peckham. ( Philadelphia : 
University of Pennsylvania Press, 1959, 
pp. 816. $15.00.) 


This year, 1959, is the centennial of the 
publication of Darwin’s Origin of Species, a 
centennial which is being celebrated all over 
the civilized world, During Darwir’s Lfetime 
6 editions of the work were published, and 
while it was known that the author hac made 
many changes between the first and the sixth 
edition no one really had an idea as to How 
extensive these changes were. This [асом is 
now filed by Professor Peckham’s prodigfous 
industry. We have now, for the first tinge, a 





complete “variorum text in which variants 
down to a single comma are recorded from 
edigion to edition in such a manner that within 
a few minutes the inquirer is able to determine 
how any particular word or sentence varies 
from edition to edition. The text of the Origin 
is not here, tkat would have swelled the 
volume to enormous dimensions, but anyone 
having a сору of any edition of the text can 
use Brofessor Peckham's admirable work to 
check on the changes. To students of the mind 
of Charles Darwin and his development, as 
well as to scholars of Darwiniana and Darwin- 
ism the book wil be invaluable. 
AsaLEY Момтасо, PH.D., 
à Princeton, М. J. 


We Cart Тнем СвтмтмАт$, By Ralph S. 
Banay. (New York: Appleton-Century- 
Crafts, Inc., 1959, pp. 291. $3.95.) 


Presenting the complexities of criminal be- 
havior as illuminated by. the motivational in- 
sights of dynamic psychiatry in a short, read- 
able book, is an impossible task. Doctor Banay 
tackles it with courage, conviction and a 
wealth of experience in the correctional field. 
He reviews for his lay reader such character- 
istics of our culture as the preoccupation with 
violence and the movement toward a matri- 
archy. He gives a short course in the vicissi- 
tudes of child rzaring and an introduction to 
general psychodynamics. Alcoholism is singled 
out for special attention because of its contri- 
bution to antisocial behavior. The theme is 
that man is man:festly weak, finite and fallible. 
Each individual has antisocial impulses that 
are normally held in control. Criminal behavior 
represents a surrender to human defects and 
frailty. Very little crime is attributed to mental 
illness as such, but is the result of a violent 
aggressive discharge in an emotionally unstable 
individual. A series of short interesting case 
histories is used to illustrate the above. Treat- 


ment techniques are dealt with extremely. 


briefly in a chapter entitled, “Uses and Abuses 
of Brain Washing." 1 would have personally 
preferred a mors straightforward presentation 
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of treatment without the easily misunderstood 
analogy. 

The final chapter, “А Program for the 
Future," is a good authoritative statement of 
perhaps the most popular approach of psy- 
chiatrists to the penal problem. It recommends 
abolition of prisons as such with their obsolefe 
philosophy, frame of reference, physical plants 
and personnel practices. In their stead, two 
types of institutions should be planned. One 
would be a protective work colony for the 
untreatables and the other would be a full- 
fledged therapeutic institution blending charac- 
teristics of hospital, school and workshop. 

While one can take exception with Doctor 


` Banay about his model for criminal behavior 


and his recommendations for correction, there 
certainly ean be no disagreement with his 
desire to force the general public to consider 
the intricacies of motivation of criminal be- 
havior. 
Frank T. Rarrerty, M.D., 
Salt Lake City, Utah. 


Tue TEACHING AND LEARNING ОЕ Psxcuo- 
THERAPY. By Rudolf Ekstein, and Robert S. 
Wallerstein. (New York: Basic Books, Inc., 
1958, pp. 334. $6.50.) 


This book represents the distillation of nearly 
10 years of experience in teaching psychoan- 
alytic psychotherapy at The Menninger School 
of Psychiatry. The focus throughout is upon 
teaching and learning psychotherapy, a human 
enterprise which takes place within the limita- 
tions imposed by the fallibility of teacher, 
student, patient, administrator, and the socio- 
political structure of the training situation. In 
keeping with the title, examples from different 
points in the treatment-supervisory process are 
presented and are diagnosed and discussed in 
terms of problems in the teaching and learning 
of psychotherapeutic skills. 

This important and well-written work term- 
inates with a carefully selected bibliography on 
training in the different clinical disciplines. 
BERNARD Lusin, Рн.Р., 

Indianapolis, Ind. 


IN MEMORIAM у 


| RICHARD SHERMAN LYMAN 
° 1891-1959 


Dr. Richard Sherman Lyman, former 
Chairman of the Department of Neuropsy- 
chiatry, Duke University School of Medi- 
cine, died at his home in Montclair, N. J. 
on June 13, 1959, at age 68. A descendant of 
Richard Lyman, one of the founders of 
Hartford, Connecticut, Dr. Lyman was born 
into a Hartford family long noted for their 
mathematical and musical ability. He grad- 
uated from Yale in 1913 ; then enrolled at 
M.LT. as a sanitary engineer, leaving before 
graduation to join a Red Cross typhus unit 
in Yugoslavia. He entered Johns Hopkins 
University School of Medicine in 1915, with- 
drew at the end of his second year to enlist 
in the Army Air Corps. Two years later he 
returned to medical school, earning both 
Phi Beta Kappa and Alpha Omega Alpha 
keys and graduating in 1921. He interned at 
Henry Phipps Psychiatric Clinic, then con- 
tinued training at Brouwer' clinic in Ams- 
terdam and at Queens Square Hospital in 
London as a clerk of Gordon Holmes. 

Returning to this country, Dr. Lyman was 
appointed the first Associate Professor of 
Medicine at the newly organized medical 
school in Rochester, New York. In 1930, he 
attended Speilmeyer’s clinic in Munich. A 
polyglot who spoke Russian and German 
without an American accent, Dr. Lyman 
was also one of the few Americans to have 
been an associate of Pavlov, at the Institute 
of Experimental Medicine in Leningrad. He 
then served at the Red Cross Hospital in 
Shanghai during the Sino-Japanese War of 
the early 1930's. During the next 5 years, 
as Associate Professor of Neurology and 


‘Psychiatry at Peking Union Medical School, 


Dr. Lyman established the first modern 
psychiatric hospital under the auspices of 
the college; developed the first tests for 
aphasia in Chinese ; and compiled the first 
treatise on ethnologic neurology and psy- 
chiatry (Peking : Henri Vetch, 1939). Many 
of his important contributions, including 


\ 
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negation of Pitre? “law of regression,” 
were published in the Chinese Medical 
Journal. 

On returning to the United States in 1937, 
he was appointed Lecturer at Johns Hop- 
kins University School of Medicine, where 
he collaborated with Dandy on the use of 
the EEG as a diagnostic aid in locating 
brain tumors, and penned the first paper on 
eye movements and the EEG. Dr. Lyman 
maintained a close association with Adolf 
Meyer ; but did not wish to succeed him as 
Henry Phipps Professor of Psychiatry, con- 
sidering himself far too individualistic. 

Finally in 1940 he accepted the post of 
first Professor of Neuropsychiatry and 
Chairman of that Department at Duke 
University School of Medicine, the first 
professor of neuropsychiatry in North Caro- 
lina. His department was subsidized out of 
his own pocket to finance noted guest lec- 
turers from all over the world as part of 
his residency training program. Dr. Lyman 
purchased. the Scholz neuropathological col- 
lection and gave it to the Armed Forces 
Institute of Pathology via Webb Hzymaker. 

He took a leave of absence from Duke to 
serve in Washington, D. C. ; Ceylon; and 


China as a major in the Office of Strategic | 


Services. Many of his experiences were later 
compiled as a section in Assessment of Men 
(Rinehart, 1948)—the selection o? h:ghly 
qualified personnel for O.S.S. 

After resigning from Duke in 1951, Dr. 
Lyman became Visiting Professor o2 Neuro- 
psychiatry at Meharry Medical College in 
Nashville to spearhead the foundations for 
a department. Following his retirement in 
1955, he moved to Montclair. | 

For many years Dr. Lyman was a con- 


1 Pitres assumed that the earliest learned cr the 
most fluent langdage was alwars the one least affected 
Or first to recover in aphasiae However, Lyman was able 
to demonstrate that language structure itself is a mpre 
crucial factor—those languages allowing better tbn- 
nections with intact auditory end motor-speech fijac- 
tions showing less impairment 
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sultanė and. advisor in the Veterans Admin- 
istration teaching program. Among the 
meny organizations to which he had be- 
longed were the American. Psychiatric As- 
sociation, American Neurological Associa- 


‘tion, Chinese Physiological Society, and 
Sigma Хі. He was certified іп both neurol- ` 


ogy &nd psychiatry by the American Board. 
Ag expert craftsman who turned out de- 


tailed brain models in colored plastic to 


supplement his teaching, Dr. Lyman was 
one of the first psychiatrists in this country 
to compile a library of coordinated tape 
recordings and movies or film strips of im- 
portant teaching cáses, both in neurology- 
and psychiatry, beginning in'the 19905. 
This is one of the most extraordinary апа 
complete libraries of its kind. His perfect 
pitch enabled him to analyse tape record- 
ings of the most subtle deviations with 
aphasic patients. 

Unfortunately, due to modesty, his many 
other accomplishments were little known 
outside of a relatively few individuals, 


IN MEMORIAM 


among . whom are Tracy Putnam, Н. Hous- | 


ton Meritt, John Е. Fulton, Webb Hay- 


maker, David McK. Rioch, Daniel ‘Blain, 


William Sar gent, R. Burke Suitt, and Leo 


Alexander (who was one of those Dr. 


Lyman “brought over" to this country). Ше 
is survived by his wife, Mrs. Katharine В. 


Lyman, who also served 1 in O:S.S. ; a daugh- 


ter and son by a. first marriage ; and three 


Sisters. 


Of greatest importance - in the present 
climate of doctrinaire putative certainties 


philosophy of teaching, original thinking, 


respect for individuality, and ability to em- ` 
pathize with patients.that he tried to pass’ 


on to his students. 
Perhaps the late Alan Gregg А 
these qualites in a letter to Dr. Lyman: 


. You have a gift of stimulating and 


securing the loyalty of young men ны! 15 
very valuable indeed." 


LEONARD J. Ravrrz, M.D. 


| May | 
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and conformity was Dr. Lyman’s unique , 


To relieve anxiety...especially when 
agitation is the dominant feature ` 





Thorazine', a fundamental drug in 


brand of chlorpromazine 


psychiatry —the action of ‘Thorazine’ has a distinctive 


sedative component, calming agitated patients without impairing 


mental acuity. Overactive, hostile symptomatology can be rapidly 


overcome, promoting receptiveness to therapy and better adjust- 


ment to social demands. 


ч 


SMITH 


: leaders in psychopharmaceutical research KLINE& 
j FRENCH 


90% of anxious, agitated | 
and apathetic office patients 
calmed without drowsiness 
and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


Fluphenazine dihydrochloride 


In Anxiety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent.” 1 


ш In 608 patients with anxiety and anxiety-induced fatigue 
or depression, PERMITIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%.? 
ш PERMiTIL is virtually free from side effects at recom- 
mended dosage levels. 

m Patients become calm without being drowsy and normal 
drive is restored. 

ш Onset of action is rapid; effect is prolonged. 


B Ревмгги. does not potentiate barbiturates or non-barbitu- 


rate sedatives and can be used with impunity with such agents. 


How to prescribe Ревмгти.: The lowest dose of PERMITIL that will pro- 
duce the desired clinical effect should be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if requirec. Total 
daily dosage in excess of 1 mg. should be employed only in patients with 
relatively severe symptoms which are uncontrolled at lower dosage. In 
such patients, the total daily dose may be increased to a maximum of 
2 mg., given in divided amounts. Complete information concerning the 
use of PERMITIL is available on request. 


SUPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, Е. J., Jr.: Current Therapeutic Research 1:41 (Oct.) 1959. 
2. Recent compilation of case reports received by the Medical Department, 
White Laboratories, Inc. 
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_ faster therapeutic response 


REITER MODEL SOS PROVIDES FOR ALL THE FOLLOWING TECHNIQUES: 


CONVULSIVE THERAPY (maximum convulsive and therapeutic efficiency) • NON- 
CONVULSIVE THERAPIES • ELECTRO-SLEEP THERAPY • FOCAL TREATMENT (unilateral 
and bilateral) • MONO-POLAR TREATMENT (non-convulsive or convulsive) « BAR- 
BITURATE СОМА (and other respiratory problems) • MILD SEDAC (without sedation) 
DEEP SEDAC THERAPY (with sedation) • PRE-CONVULSIVE SEDAC (for anxious 
patients who resist EST) * POST-CONVULSIVE SEDAC (for deep sleep) « NEURO- 
LOGICAL CONDITIONS • MEASUREMENT PROCEDURES 


Visit 

booths 94 

and 95 at thee 
APA meeting. 
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the one instrument combining the strongest 
convulsive currents with powerful yet 
gentle sedative currents 


A SINGLE CALIBRATED KNOB CONTROLS ENTIRE TREATMENT 


64 WEST 48th STREET, NEW YORK 36, М.Ү. 
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* ГМ Ё А Л j D. for depression 


brand of nialamide 





now helps you reach the depressed patient 


NIAMID helps you establish rapport with many depressed patients, 
increases their willingness to continue psychotherapy, and frequently 
decreases the need for ЕСТ. * 


Gradually, gently, NIAMID makes some patients more accessible 
within a few days, but most patients require at least two weeks 
before response appears. 


NIAMID is exceptionally well tolerated. More than 500,000 prescrip- 

tions have been written... more than 90 papers have been published. 
€ 

NIAMID is supplied as 25 and 100 mg. scored tablets. A Professional Infor- 

mation Booklet is available on request from the Medical Department, 

Pfizer Laboratories, Div., Chas. Pfizer & Co., Inc., Brooklyn 6, New York. 


РИ С Science јот the world’s well-being™ ' 


Signaling an important new tool 


[or the study and practice of psychiatry 


. THE FIRST FIVE MINUTES 
A Sample of Microscopic Interview Analysis e 


ROBERT E. PITTENGER, M.D., Director of Research 
and of Psychiatric Services, George ]r. Republic 


CHARLES Е. HOCKETT, PH.D., Professor 
of Linguistics and Anthropology, Cornell University 


JOHN J. DANEHY, M.D., Assistant Professor 
of Psychiatry, State Univ. of М. Y., Upstate Medical Center 


Close Analysis... 


At the heart of the book is a section of about 120 pages with an unusual format: 
Each page is cut horizontally into an upper part and a lower part, "Dutch door” style, so 
that the two parts can be turned independently. This device is for the reader's convenience. 
He will frequently want to make cross-reference from the material printed below te that 
printed above. 


On the upper parts appears what the writers call a transcription of the five minutes 
of interview with which they deal. Directly below the transcription, but also on the upper 
page-parts, appears a transcript of what the participants in the interview say: that is, just 
what a stenographer would produce, in ordinary English spelling. The transcription repre- 
sents all those audible items that ordinary English spelling omits: the pronunciation of 
the successive words, the intonation, the location and duration of pauses, hems and haws, 
sighs, gasps, coughs and throat-clearings, and such variables as rate of speech, register, 
volume, and tone-quality. The symbols and conventions of the transcription are explained 
in a separate chapter. 


On the lower page-parts appears the authors’ analysis of what is going on duriag the 
interview. 


One reader’s comments ... 


"It takes hours to read The First Five Minutes; but the student will find it rewarding 
in every way in which a highly technical, scientific book can be rewarding. It will open up 
new vistas for his imagination; and it will give him new techniques with which to re- 
examine his preconceptions. It will challenge him to explore the vistas, to apply the new 
techniques to his own field, and also to improve them. . 

LAWRENCE $. KUBIE, M.D., Director oj Training, 
The Sheppard Pratt Hospital 


May, 1960 About 210 pages $6.50 


Order from PAUL MARTINEAU, Publisher ° 
Box 421, Ithaca, New York 
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how does Mellaril differ from other potent tranquilizers? 


e 


Mellaril 


THIORIDAZINE НС! 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, Nervousness, 


but is virtually free of such toxic effects as 
Jaundice 


Parkinsonism 
blood dyscrasía 


dermatitis 





greater specificity of tranquilizing 


action results in fewer side effects 
ў e 


Virtual freedom of Mellaril 

- from major toxic effects is 
due to greater specificity 
of tranquilizing action 
— divorced from such 
"diffuse" effects as anti- 
emetic action. 


“Thioridazine [Mellaril| is as effective as the 


best available phenothiazine, but with 


appreciably less toxic effects than those 
demonstrated with other phenothiazines.... 
This drug appears to represent a major 
addition to the safe and effective treatment 
of a wide range of psychological disturb- 
ances seen daily in the clinics or by the 
general practitioner."* 


^ 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 100 mg. SANDOZ 





Dornwal 


chemical name: 

] -m-aminophenyl-2- pyridone 
generic name: 
amphenidone 


with selective action оп the central nervous 
system at both the cerebral and cord levels. 
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for the treatment of 
anxiety & tension with- 
out causing drowsiness 


Dornwal is regarded as a tranquilizer best 
suited for ambulatory patients. 
* does not produce depression or 
depersonalization 
* relieves acute emotional upsets 
* relieves tension without undue stimulation 
* effectively interrupts tension headaches 
* is virtually devoid of sedative activity 
Dornwal has proved to be relatively free 
from side effects when administered at 
recommended dosage. In 593 patients the 
incidence of drowsiness was less than 2 
per cent — statistically not significant. 
Prescribe Dornwal for your next patient 
who needs a tranquilizer but cannot afford 
to be drowsy. Write for your trial supply. 
Indications: anxiety and tension, various 
types of psychoneuroses, menopausal syn- 
drome, tension headache, alcoholism, pre- 
menstrual tension, behavior problems in 
children. 
Dosage: One or two 200 mg. tablets three 
times a day. Children, one or two 100 mg. 
tablets two times a day. Administration 
limited to three months duration. 
Supplied: 200 mg. yellow scored tablets, 
and 100 mg. pinktablets,each in bottles of 
100 and 500. 


Maltbie Laboratories Division 
Wallace & Tiernan Incorporated 
Belleville 9, New Jersey 


PDL-03 


SQUIBB ANNOUNCES 


once a day | 

- . A dosage for 

the psychiatric | 
patient 


€ Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. В $ 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,^ drowsi- 
ness,» agitation,” restlessness,^ and anorexia.9 Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.29/6 поим, is a sauisa ~ravemank 





Dosage: Optimum dosage levels vary from patient to patient and must be de- 

termined individually. Most patients may be maintained on 1 mg. — 5 mg. daily, SSS SQUIBB 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug. 1959. 3. 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and 
Karacan, l.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 
(Aug.) 1959.,6. Weiss, l.l.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: 
Clin. Res. Notes 2:10 (Aug.) 1959. = 
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A RELIABILITY NT 


| A Squibb Quality- 
| the Priceless 
Ingredient 









WHEN 
PARKINSONISM 
COMPLICATES 
PHENOTHIAZINE: 
THERAPY 


emors, rigidity, cramps, and spasm due to 
patment with potent phenothiazines are 
asily alleviated with COGENTIN,”! even in 
any cases when other drugs have failed.’ 
GENTIN is a most powerful antispasmodic,’ 


t its long, cumulative action is unusually 


| tolerated. By controlling parkinsonism 
d other extrapyramidal symptoms, COGENTIN 
ually enables the physician to continue the 
|| benefits of phenothiazine management. 
tailed directions for the use of CoctNrIN, includ- 


g dosage and routes of administration, are 
ailable to physicians on request. 


W DOSE FORM: INJECTION COGENTIN, 1 mg. per 
„ ampuls of 2 сс. Also available: Tablets CoGENTIN 
uarterscored), 2 mg., bottles of 100 and 1000. 


Ayd, F.J.: Clin. Med. 6:387, 1959. 2. May, К. Н.: 
. J. Psychiat. 116:360, 1959. 3. Brock, S. 
oderator): Bull. NewYork Acad. Med. 32:202, 1956. 


GENTIN is a trademark of Merck & Co., Inc. 


у мй SHARP & DOHME 
D Division of Merck & Co., Inc., West Point, Pa. 


OGENTIN 


THANESULFONATE (BENZTROPIKNE METHANESULEONATE) 









“5мин — sts 


WINES: | а. 
ЕВ. elping you keep control ` 


of the patient i 
: during psychotherapy | 


Patent 


® 


Сотр azine brand of prochlorperazine ” 


In the psychiatric management of anxiety, ‘Compazine’ tends 
to normalize emotional responses and often displays an alerting effect. 
Both actions are major aids in maintaining the patient’s cooperation 
with your psychotherapeutic program. 


Wilcox! affirmed that ‘Compazine’ "paved the way for the therapist 
to keep control of the patient”. and helped the patient “го cope with 
situational problems and to compensate for handicaps” during 
| the course of therapy. 
т. Wilcox, F.: Prochlorperazine in. Hospitalized and Private 
_ ; Psychiatric Patients, Dis. Nerv. System 19:118 (Маг) 10568... й 


Smith Kline & French Laboratories + leaders in psychopharmaceuticol research 





The onset of antidepressant activity 1s very rapid 
"Improvement 15 progressive...." “eighty per cent 
of patients were discharged ...as recovered...” 


‘It is our opinion that the drug is suitable for both...” 
ambulatory or hospitalized depressed patients. 


corrective —removes the depression and depression-induced anxiety, rather than merely 
masking the symptoms as do tranquilizers, CNS stimulants or sedatives." rapidly effec- 
tive—unlike many si.nilar drugs, Nardil’s antidepressant response is often seen within 
a week; complete remission usually within 2 to 6 weeks, in 4 out of 5 patients." safe— 
low dosage and preferential distribution to the brain account for the minimal incidence of 


toxicity in over 400,000 patients to date, and confirm Nardil's excellent safety record. 





DEPRESSION REMOVED 
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Dependable, prompt-acting : 
daytime sedative. 


Broad margin of safety. Vir- 


ЕТ PTS tually no drowsiness.. Over 
a quarter century of successful 

clinical use. Alurate is effec- 
TREATMENT tive by itself and compatible 


with a wide range of other drugs. 
To avoid barbiturate identifica- 
tion or abuse, Alurate is avail- 
able as Elixir Alurate (cherry-red) 
and Elixir Alurate Verdum 


(emerald-green). 































Adults: 1⁄2 to 1 teaspoonful of either 
Elixir Alurate or Elixir Alurate 

Verdum, 3 times daily. 

ALURATES —brand of aprobarbital 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche inc 
Nutley 10, N. J. 


ROCHE 


meme 
KIA 








NEW AND EXCLUSIVE 


FOR SUSTAINED ` 
TRAN QUILIZATION 


MILLTOWN’ (meprobamate) now available 


in 400 400 mg. continuous release capsules as 


Meprospan-400 





fa, JUST ONE CAPSULE 
ЧО) LASTS ALL DAY 
c 7341 





HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Meprospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies т vottles of 30. 


(P WALLACE LABORATORIES, New Brunswick, N. J. 


CME-8427 
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Failure is 


the first step 


For almost every Wyeth product that today serves 
medicine, hundreds of compounds have been 
prepared, screened, investigated, and rejected Бу 
Wyeth scientists long before clinical studies were 
remotely considered. Of all the would-be 
antibiotics undergoing preliminary screening here, 
for example, the chances are slim that even one 
will successfully pass every test. 


In pharmaceutical research—as in every branch 
of scientific endeavor—failure is expected. 
Nature guards her secrets zealously. 


If, however, failure is often inevitable, it is also often 
the price of knowledge and progress. The compound 
that cannot meet the rigorous demands made of it 
by Wyeth may still indicate the direction 

research should take—or not take. 


Whether research succeeds or fails, it is always 
costly in time, money, and effort. But Wyeth deeply 
appreciates the important role that research plays in 
strengthening the physician’s hand... the role it — 
plays in helping him provide the best 

medical care in the world. 


Wyeth Laboratories Philadelphia 1, Pa. 


A Century of Service to Medicine 








in private practice 


Stelazine’ 


brand of trifluoperazine 


is an effective adjunct 
in the treatment of 


chronic anxiety 


A psychiatrist once said: If you can reach 


them and hold them, you can remit them. 


‘Stelazine’ can help you to reach, hold and 
bring to remission patients suffering from 


chronic anxiety. 


‘Stelazine’ is particularly effective when 
anxiety is expressed as apathy, listlessness 
and loss of drive. As ‘Stelazine’ works to 
penetrate these defense mechanisms, pa- 
tients become more capable of responding 


to psychotherapy and counselling. 


On ‘Stelazine’, most patients promptly ex- 
perience relief of anxiety and a subsequet t 
restoration of drive and improved mental 


outlook. 


See MD USA in color on the March of Medicine, 
Fri., May 27, NBC-TV 
(see your newspaper for time and channel) 





KLINE & 
FRENCH 









helps 
establish 
rapport 


with the difficult patient 


PRoziNE is an effective aid for the symptomatic control of (1) apprehension and 
agitation, especially as manifested by somatic complaints and (2) motor excit- 
ability.! Such control is often advantageous where these symptoms hinder rap- 
port and, consequently, definitive therapy. According to Ehrmantraut ef al., 
Prozine administered to adolescents"... proved most effective in securing the 
cooperation of the more unmanageable patients.’’2 


Dosage requirements for PROZINE are usually low, thus minimizing the possibility 
of side-effects that might interfere with therapy. 


Wyeth Laboratories Philadelphia 1, Pa. 


1. Oswald, W.J.: Int. Rea Med. 772:743 (Dec.) 1959. 2. Ehrmantraut, W. et al: Scientific Exhibit, District 
of Columbia Medical Society (Nov. 24) 1958, Washington, D.C. 


For Neurosis or Psychoneurosis 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth A Century of Service 
to Medicine 


Wyeth 


® 





For further information on prescribing and administering PROZINE see 
descriptive literature, available on request. 





FOR FLEXIBLE 


INSTRUMENTATION 


Write for 

descriptive literature 

and prices on: 
ELECTROMYOGRAPHS 
ELECTROENCEPHALOGRAPHS 
STRAIN GAGE AMPLIFIERS 
RECORDER PAPER 
ELECTRODES 

SHOCK THERAPY EQUIPMENT 


INCORTICOGRAPHY 


e Completely universal and extendable 
arms and electrodes 


e Up to 20 electrodes 


e Easily removable individual 
electrode assemblies 


e Fully autoclavable 


e Spring mounted spherical 
Silver electrodes 


MEDCRAFT ELECTRONIC CORP. 


designers and manufacturers of diagnostic 
and therapeutic equipment for the medical profession 


426 GREAT EAST NECK ROAD, BABYLON, N.Y. 
TEL. MOHAWK 9-2837 


ADDRESS MAIL TO BOX 1006, BABYLON, N.Y. 





for the breath 
of life in 
electroshock therapy 














= 
the AMBU* ` 
e Hand operated Resuscitator for safe, 
efficient ventilation—with room air or 
oxygen 
e Foot operated suction pump for safe 
aspiration of the airway 
® No electricity required 
Write for descriptive folder to 
Air-Shields, Inc., Hatboro, Pa. 
AIR-SHIELDS, INC. fÒ 
Hatboro, Pa. 
*Trademark 
for the Mentally Retarded Child 
e Observation and Diagnosis e Custodial Care 
e Education and Training e Summer Program 
e Residential Supervision e Psychiatric Treatment Center 
The Training School at Vineland, New Jersey is a private non-profit residential center 
for the care and treatment of mentally retarded boys and girls two years and older with 
a mental potential of six years. Outstanding professional staff conducts electroencephalo- 
graphic, and neurological examinations; individual psychiatric, physiological, and speech 
studies and therapies. 
Self-help is stressed. Тһе children are given formal classroom instruction and 
encouraged to develop practical habits, attitudes and work skills. The educational pro- 
gram aims at maximum development. 
The children enjoy homelike surroundings in attractive cottages on a 1600-асге 
country estate. Facilities include a private hospital, school, lake, swimming pools and a 
working farm. The Training School Research Laboratory is famed for continuous study 
of causes, prevention and treatment of mental retardation. Established 1888. Full infor- 
mation will be furnished on request. Write: Registrar, Box N. 
THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 
S : ` 
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Characteristically vicious macaque monkey becomes manage- 
able and friendly on Librium. (Turn page for follow-up picture.) 


In the few weeks since its introduction, Librium has met with overwhelming acclaim frt 
all parts of the medical profession. Internists, psychiatrists, cardiologists, gynecologis 
dermatologists and many other specialists, as well as tens of thousands of general pré 
titioners, are discovering that the therapeutic applicability of this remarkable new co 
pound transcends that of any tranquilizer or group of tranquilizers. 

On these pages are presented some pertinent pharmacologic and clinical data documenti 
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the successor to the tranquilizer 


Ў ^ 
GES FROM A LIBRIUM NOTEBOOK : ө Еа 

е 
F = 


EFFECT ON ACTIVITY AND AGGRESSION IN MONKEYS? 


К, OF CONTROL 
% OF CONTROL 


% OF CONTROL 





LibriumT-M. Meprobamate Chlorpromazine 
Aggression No decrease Aggression reduced; 
dramatically reduced; in aggression; slight precipitous decrease 
level of activity normal reduction of activity in activity 





Пт but alert, Librium-treated monkey offers striking con- 
ist to "doped-up" appearance observed with reserpine 
d phenothiazine derivatives. 





Дары? cares ыа 


ereotaxic instrument is used to locate septal area in rat Rage reaction of septal rats is elicited by three Technician holds Librium-treated septal rat in 
ain. Anesthetized animal is trepanned; electrocautery tests: (1) blowing air on animal's back; (2) lifting bare hand—an act which would cost him a fin- 
stroys septal area; wound is closed with clamps. tail with forceps; (3) prodding with stick. Un- ger without the aid of Librium. 


é treated controls do not react to these tests. 
e 


Mice fight each other furiously under stimulus of mild elec- a^ 
тіс shock administered through bottom of cage. Librium- 
‘teated animals fail to show hostility. 
® 
. ý 
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NEW ^ 


LIBHIUM 


the successor tc the tranquilizers 








successor in scope 


Librium covers the entire meprobamate range of therapy*? plus a significant 
portion of the phenothiazine area? plus the difficult middle ground between 
the two.* Librium is effective in obsessive-compulsive neuroses which pre- 
viously have defied drug treatment.**”*"” Librium has а profoundly bene- 
ficial effect on depression, 9! particularly the agitated type.'? 


successor in safety 


Librium "...has been shown to have a margin of safety greater than 
meprobamate. ...""" Librium lacks the autonomic blocking effects of chlor- 
promazine and reserpine." Librium is devoid of phenothiazine toxicity;*? 
free of extrapyramidal complications; not encumbered by the depressions 
that often follow reserpine.® 


successor in effect 


Librium, in addition to relieving anxiety, produces a feeling of well-being, 
increased drive and a broadening of interest. Librium appears the biggest 
step yet toward “а pure neuroleptic or ‘easing’ action totally distinct from 
a central sedative or hypnotic one.’’"® ы 


USES OF LIBRIUM 


Librium is more than replacement therapy. 
It is not a substitute for, but quantitatively 
and qualitatively superior to, older 
tranquilizers and “equanimity-producing”’ 
drugs. Librium is of particular value: 


in the office patient, troubled by anxiety 
and tension, and by the irritability, 
fatigue and nervous insomnia associated 
with tension states 


in the office patient, where you 
suspect anxiety and tension as 
contributing or causative factors of 
Organic or functional disorders 


in more severely disturbed patients, including 
cases of agitated and reactive depression, 
fears, phobias, obsessions and compulsions 
("...its spectrum of activity envelops 

and extends well beyond that of meprobamate 
and into certain indications for which the 
phenothiazines are prescribed"). 
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the trouble-shooter who had troubles of his own 


One of many published case reports on Librium 


Deadlines kept staring him in the face, always drawing closer, at times 
missed altogether. The result: a continuous state of tension for this 
publishing house trouble-shooter, troubled by 18 years of recurring 
duodenal ulcers. 


“А+ n Smam darina Shan 40 nape im обал af и adhavanace ta Даа 
АТ no time during these 10 years, in spite of rigid adherence to diet 

ann antier mnrilinc шас ha aver nnn 

and ап! » ld mnmodic: ,Wdo ne 1114] сот eI! e } Jail. 


of medicaments provided no real relief. On the contrary, during the past 
two years, his condition had actually worsened; now the pain also hit 
him night after night — without letup. 


E j е ө i Pa? e 4 t 1 а j af ы i ве е E E 
liinan adminictratinn of lLihrium mm hid tho nationt ovnorionrad 
Upon administration of Librium, 10 mg. b ‚0., THE рацепт experienced 
dramatic relief with freedam fram all ahdaminal nain including nar 
шаап IUCIHUI тп УУЦ. шин ап ацшцшииииат рати, ilL ЧІП JU 
turnal nain which he had had ranctantlu far two ура 
шиа раш WHILE ne Пай Пап ЮП апу 10r (WO ува! 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, N. J. 


LIBRIUMT-": Hydrochloride — 7.chloro-2-methylamino-5-phenyl- 
3H-1,4-benzodiazeoine 4-oxide hydrochloride 





Supplied: Capsules, 10 mg, green and black—bottles 
of 50 and 500. 

For complete information on indications and recom- 
mended dosage, please consult product literature. 


Published Reports on Librium: 1. T. H. Harris, Dis. 
Nerv. System, 21:(Suppl.), 3, 1960. 2. 1. 0. Randall, 
ibid., р. 7. 3. J. М. Tobin, І. Е. Bird and D. E. Boyle, 
ibid., p. 11. 4. H. A. Bowes, ibid., p. 20. 5. J. Kinross- 
Wright, |. M. Cohen and J. A. Knight, ibid., p. 23. 
6. H. Н. Farb, ibid., p. 27. 7. C. Breitner, ibid., p. 31. 
8. |. M. Cohen, Discussant, ibid., p. 35. 9. б. A. 
Constant, ibid., p. 37. 10. L. J. Thomas, ibid., p. 40. 
11. В. С. V. Robinson, ibid., р. 43. 12. $. С. Кайт and 
|. N. Rosenstein, ibid., p. 46. 13. H. E. Ticktin and 
J. D. Schultz, ibid., p. 49. 14. J. М. Sussex, ibid., 
p. 53. 15. |. N. Rosenstein, ibid., p. 57. 16. D. C. 
English, Curr. Therap. Res., 2:88, 1960. 17. T. H. 
Harris, ).А.М.А., 172:1162, 1960. 
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1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


д TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 


X ° For information write to Department of Admissions 
^ : Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited . 
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LOUDEN HALL 


PRIVATE PSYCHIATRIC SANITARIUM 


e Visiting psychiatrists may admit and treat their own patients on a daily or 
monthly basis. 


e All facilities of adjacent Brunswick General Hospital, with which Louden. 
Hall is now associated, are available for patient's care. 


e Electro-Encephalography In-or-Out Patients. 


Resident psychiatrists and specially trained. personnel are on the 
staff, as formerly, for tite care and treatment of the mentally ill. 


THE BRUNSWICK HOSPITAL CENTER, INC. 
366 BROADWAY, AMITYVILLE, L. 1., М. Y. 


AMityville 4-0053 MUrray Hill 3-7012 





A DYNAMICALLY ORIENTED HOSPITAL FOR THE E Som 
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-ontrols acute agitation, hostility, 
“severe apprehension, hyperactiv-ty 
reduces confusion, delusional | 
reactions encourages cooperation 


- 


For further information on prescribing and administering SPARINE see descriptive literature, available on request. 


INJECTION TABLETS SYRUE 


Sparine 
HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 





Wyeth Laboratories Philadelphia 1, Pa. 
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Founded in 1904 


HIGHLAND HOSPITAL, Inc. 


‘ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 

treatment procedures—insulin, electroshock, psychotherapy, oceupational 

and recreational therapy—for nervous and mental disorders. . 
The Hospital is located in a 75-асге park, amid tbe scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation. : 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 

peutic treatment for selected cases desiring non-resident care. 


В. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation —A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic TRerapies » Large Staff 
Trained for Team Approach * Supervised Recreational Program 


Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel ©. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger Е, Phillips, M.D. 
Walter H. Wellborn, Jr., М.О. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Pater J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA • VICTOR 2-1811 


Approved by Americ@h Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 
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А, advanced 
psychiatric 
RESEARCH and treatment 
clinic in SUBURBAN 

^J montneal. 


•А fully accredited, 140 bed 

~ modern psychiatric hospital 
with an integrated 

biological and dynamic 
psychotherapeutie program. 


Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient’s comfort 

and enjoyment. 


Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologiats, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 


NACA ce D 
DAN GO МИЯ 
ALBERT PREVOST № 
РИК А $3 px D EM PAL ; 
Haus dà gu y 
6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 


main entrance, 





















ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to 
medical students ; junior and senior internes ; 


include 


first, second, and third year residents in train- 
ing ; and graduate students in psychology, psy- 












chiatric nursing, and psychiatric social work. 


In placing your order, please indicate, issue 
with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 


New York 20, New YORK 
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А Е e - + 2 
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Current knowledge and 
therapeutic advances т,.. 


Schizophrenia 


Ап Integrated Approach 


Edited by ALFRED AUERBACK, 
University of California School of Medicine. 
With 15 Contributors 


Sponsored by the American Psychiatrie Asso- 
ciation, this important book provides arf cuthor- 
itative survey of the progress made within zhe past 
few years in the treatment of schizophr*nia. It 
integrates the research findings of psyciiatrists 
with those of anthropologists, ethnologists, and 
sociologists in the fields of communieaton and 
intrafamily relationships. The book covers latest 
psychotherapeutic techniques. It reviews Russian 
developments in neurophysiology; outlines. current 
biochemical studies on tke psychotoxic blozd frac- 
tion, taraxein; and appraises the nareolept:c drugs 
used in the treatment of schizophrenia. 1953. Шизѕ., 
224 pp. $5.50 


Adolescent Aggression 


A Study of the Influence of Child-Tra ning 
Practices ond Family Interrelationsh ps 


ALBERT BANDURA, Stanford Umversity; and 
RICHARD Н. WALTERS, University of Toronto 


This revealing study examines the influence of 
child-training practices and family interre ation- 
ships that lead to the development of an:isocial, 
aggressive behavior in adolescent bovs. T-s2ating 
such character distortions as a failure in social. 
ization, the book provides fresh insight rato the 
origin and expression of aggressive attitudes and 
the very process of socialization itself. Brsed on 
interviews and projective tests of adolescea: boys 
and their parents, the book includes irterview 
schedules, rating scales, and thematic deviation 
tests. A volume in A Psychology Series eetted by 
J. McV. Hunt. 1959. 72 il/s., гез; 475 pp. :$1.50 


Interpersonal 
Diagnosis 
of Personality 


А Functional Theory and Methocalogy 
for Personality Evaluation 
TIMOTHY LEARY, Kaiser Foundation Frospital 


Pioneering work dévelops an objective, multi- 
level system of personality diagnosis based on in- 
terpersonal, social behavior rather than sympto- 
matic or pathological behavior. It presencs ап. 
original personality theory, a series of complex 
techniques for measuring interpersonal expression 
at different personality levels, and an empirical 
method for applying theory and technique at the 
clinical level. “Outstanding.” — Contemoorary 
Psychology. 1957. 120 ills., tables; 5!8 pp. $812 


THE RONALD PRESS. COMPANY - 
A 15 East. 26th St., New York 19. . 
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° , ° | " 
. | The Children's Service - е 
E Outpatient consultation, evaluation and treat- . 
ПОВЕЕТЕ ment for infants and children of grade school to ° . | 
SWITZER, M.D. БЕР 
М Е 18. Residential treatment for elementary grade Я EE 
| children with emotional and behavior problems. | 
е 





The Menninger Clinic 


TOPEKA, KANSAS 











THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modera teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 















: Frances M. King, formerly Director o] idi Seguin S ebook References 
Directors Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 
= AR : = x SES ЕКА opu E Yi: TN 












HALL- BROOKE HOSPITAL 


An Active Treatment Hospital, located one hour from New York 
Accresited by:The Central Inspection Board of the American Psychiatric Association j 
The Joint Commission on Accreditation of Hospitals 


Hagel. BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. SA M.D. Peter P. бен. Ph. D. 





ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY | | | | ........... ее "OL Du 
1270 AVENUE OF THE AMERICAS, ROOM 1817 ` • Date 
New York 20, New YORK 
Е" Enclosed herewith is $ ............ for one year's subscription to the AMERICAN JOURNAL 
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-. new 
> ° Кеер and pr obect : modern 
| your Journals in this new| treatment 


| | center for 


patients 
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welcomes the referring psychiatrist to active 
participation in patient care; provides inten- 
sive treatment programs coordinating ail psy- 
chiatric therapies, designed to return the 
patient to a functioning capacity in society as 
quickly as possible. 


unique advantages 
offered by 

Gracie Square 
Hospital... 


all modern psychiatric tecliniques in addition 
to complete medical and surgical faciities 4 . 





twenty-four hour emergency admission service, 
including weekends 


ATTRACTIVE 


А © 232 Бе; — centrally located т Manhattan 
SERVICEABLE © completely air conditioned —charming décor 
© rehabilitative approaches to cases of 
Nota now price: $2.50 each: addiction, alcoholism, and geriatric problems 
3 for $7.00 € qualified consultants in all specialzies 
© night- and day-care programs 


9 full-time resident stgff and psychiatrically 
Please add 25 cents postage for each 


file ordered — j ; trained personnel 
DIRECTOR 
ORDER DIRECT FROM Leonard Cammer, M.D. 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas GRACIE SQUARE HOSPITAL 


490 East 76th Street + New York 21, N. Y. . YUkon 8-1400 


Licensed by the New York State Depar:ment of Mental 
Hygiene. Participating HosjM@al in N. }. Blue Cross Plan. 


New York 20, N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


#8550 
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BALDPATE, INC. 


е 
Geo. Fleetwood 2-2131 е Georgetown, Mass. е 
Located in the hills of Essex County, 30 miles north of Boston 
For the. treatment of | Ы 


* е . . | a . ?-. 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under -** ý 
direction of trained occupational and recreational therapists. . 


Harry С. SoLoMoN, M.D. Groncs M. ScHLOMER, М.О. 
Consulting Psychiatrist >- Medical Director 











THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORAD 


MEirose 4-8828 : 










For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. JAMES Brany, M. D., Medical Director | 
C. F. RICE, Superintendent У 


FRANCIS А. O'DoNNELL, M. D. `` RICHARD Г. Сомов; M. D. 
RoBzRT W. Davis, M. D. Н. C. Новвз, Ph. D. Clinical Psychology 
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BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


| 
| 
\ 
1 
i 
$ 
i 
i 
\ 


\ 
Individual psychotherapy, occupational.and recreational programs, shock 


auf crapy, selected cases of alcoholism and addiction accepted. 
| | 


| 
| 
\ 
| 


«а 
Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 





i \ 
CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


MAfair 2-1200 







= 


Nine miles from Washington, D. C. — In rural Maryland | 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


Н, E. Andren, M. D. e Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 











COMPTON SANITARIUM 


e 820 WEST COMPTON BOULEVARD COMPTON, CALIFORMIA 
NE 6-1185 — МЕ 1-148 - 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


Pug. Standards of Psychiatric Treatment ...... Serving the Los TS Area 
° в 
` Fully, Approved by Central Dunes Board of APA 


$us | ^, Accredited by Joint Commission on Accreditation of Hospitals 2 @ 
С. CreswELL Burns, M.D. HELEN RisLow Burns, M.D. e 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


А 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
| PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW: YORK CITY ‚ . — TELEPHONE CRestview 7-0143 


OSCAR ROZETT, M.D. ' THOMAS P. PROUT, JF. 
Medical Director . | ` Administrator 


Established ` FALKIRK HOSPITAL 
B ‘CENTRAL VALLEY, М. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. Ап active therapy prograra 
and diversified buildings permits classification of patients. | 


Located 2 miles' north of Harriman Exit (No: 16) М. Y. State Thruway 
50 miles from New York City a ш 


Member М.А.Р.Р.Н, 


Fully approved by Central Inspection Board of-ÁPA 
Accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. CORNELIA B. WILBUR 
' Director ! Clinical Director 


THE HAVEN SANITARIUM INC... 
ROCHESTER, MICHIGAN 


! i 
М. О. WOLFE, M.D.. RALPH S. GREEN, M.D. , GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive!1-9441 
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WINDSOR HOSPITAL | Е. ` И йы. | 


A Non Profit Corporation f£ . Е. "UX us cu M ощ 


CHAGRIN FALLS, ОНІО - ur 





a Chestnut 7 7-7346 
e Е 





СА hospital for. the treatment of Psychiatri ic Disorders. Booklet, available e i quest. 












JOHN H. NICHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT А, SiHLER? "e : 
M edical Director ааш иа Director | ‘Secretary E 
| DAN, 





| MEMBER: American: Hospital Не -  Céntr al N eur арсенал іс Hospital t 
s ‚ Association - N pna Association of Pr ivate Psychiatri 16 Hospitals 





| 





DEXTER М. BULLARD, M.D., Medical Director ` 
MARVIN L. ADLAND, M.D., Clinical Director 


ОТТО A. WILL, JR., М.О, Director of Psychotherapy, > | ° 
DONALD L. BURNHAM, M. D., Director of Research | | 


CLINICAL. ADMINISTRATORS 
MARTIN COOPERMAN, MD. 
JOHN L. CAMERON, M.D. ROBERT W. GIBSON, M.D. 
JOHN Р. FORT, JR.. М.р. . MICHAEL А. WOODBURY, M.D. 


ASSOCIATES 


CHARLES A. BAKER, M.D. CLARENCE G. SCHULZ, M.D. 

CLAY F. BARRIIT, M.D. HAROLD F. SEARLES, M.D. 

MILTON G. HENDLICH, M.D. JOSEPH H. SMITH, MD. d 
JOHN S. KAFKA, M.D. BARBARA 5. SOKOLOFF, M.D. 
BERL D. MENDEL, M.D. WILHELM P.'!STIERLIN, M.D. 

CESAR MEZA, M.D. YVONNE VAN der REYDEN, M.D. 

PING-NIE PAO, M.D. NAOMI K. WENNER, M.D. 


CLINICAL PSYCHOLOGIST 


о ча ай» ` MARION I. HANDLON, Ph.D. 


INTERNISTS | 
CORINNE COOPER, М.Р. GEORGE SHARPE, M.D. 


_ROCKVILLE Е |. MARYLAND | { 
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DREAMS NEED SOME : HELP, P. Saving with US 8. Savings Bonds i isa n way to turn a- 
dream into reality. The Payroll Savings Plan makes saving automatic. 


à he Government Pa You 


lor saving for something you want 


An installment plan that pays you interest sounds surprising, doesn’t 
it? That’s what happens when you buy U.S. Savings Bonds. They now 
pay you 33495 compounded semi-annually when held to maturity. 

"2 With this new rate, $8 becomes $4 fourteen months faster than, before PSP 
—in just 7 years, 9 months. Make your dreams come true, БОМ 
ever, with U.S. Savings Bonds. 


ADVANTAGES WORTH THINKING ABOUT 


• You can save automatically with the Payroll Savings Plan • You now 
earn 334% interest to maturity • You invest without risk under a U.S. 
Government guarantee • Your money can't be lost or stolen • You can get 
your money, with interest, anytime you want it * You save more than 
money —you help your Government pay for peace - Buy Bonds where you 
work or bank. | i 


NOW every Savings Bond you own—old 


or new —earns 144% more than ever before. 





\, You save more than money with U.S. Savings Bonds 


The U.S. Government does not pay for this advertising. 
The Treasury Department thanks The Advertising Council 
and this magazine for their patriotic donation. 
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` IMPORTANT - 


We are in urgent need of obtaining N 
the January, 1893 issue of the - 3 | ° 
iw 


American Journal of Psychiatry . 


(Volume 49 #3) 
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We will pay $5 each for the 


first five copies received in this office. 










Send to: 
Austin M. Davies, Bus. Mgr. 





American Journal of Psychiatry 


1270 Avenue of the Americas, Rm. 1817, New York 20, New York 
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THE DARTMOUTH PRINTING CO, 
HANOVER, М. H., U.S.À» 
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wide margin of safety BRAND OF PRIMIBONE 


ВА + 


* Results in 262 epileptic patients when “Mysoline” was used alone. 


Number of Completely 50-90% _ 
“| Patients Controlled ' | Improved 


172. (80%) | 15 (794)- 
19 (6596) 
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2 " COMPOSITE сор 
сак RESULTS -Seizure 


OF 20 Grand-Mal 
- ` CLINICAL Psychomotor 
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10 (35%) : + i 
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Seizure ~ 


' Grand Mai 
à Psychomotor 


| $ ‘STUDIES Focal Jacksonian | 19 (100%) Fog T 
Ы Я Results in 835 epileptic patients who had failed to respond successfully : ES 
de là `` to other anticonvulsants. “Mysoline” was added to current medication od ч 
TE. which, | in some cases, was eventually replaced by Nine alone. | = : : 
| Type of 60-90% | i :é 
Improved 


Number of Completely, 
5 Patients Controlled 


175 (28.5%) | 253 (41.2%). 185 (30.3%) 
10 (7.7%) | 65 (50%) | 55(42.3%) ^. с: : : 











‘Focal Jacksonian 44 (15.2%) | 36 (89.190) | 42 457%) 51 1. 
` ` The dramatic results obtained with "Mysoline" advocate its use as first | с : м 


° ` choice of effective and safe therapy in the control of grand mal and 
...pSychomotor attacks. Literature and Ob ару on fone : а c S E 
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E 7} New 50 mg. small-dose tablet offers practical approach to i 
^ |j dosage adjustment for initiation/combination/and "'trans- fue 

Е fer” therapy іп selected cases, Available on prescription. - nol a 

= pe , Е 


rien Raise mmm 








Lco dd LE ates 


gr | ~ Supplied: 0.25 Gm. X250 mg.) scored tablets, bottles of 100 and | 
i ^ 11000. Also 50 mg. scored tablets to facilitate dosage adjustment, * 
. "bottles of 100 and 500. B 


| AYERST LABORATORIES `» New York 16, N.Y. e Moni, салаа 


“Mysoline”. is available in the United States by'arrangement with Imperial Chemical industries, Ltd. 
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м Visit Booths 51 and 52 and ilia Devg -ux.Scientific- Exhibit 2 
at ше Atlaritic City Convention 


e. 
„= 


<4 | СОМРІЕТЕ PLAN M А 
m" й AMAT DEVEREUX SCHOOLS, multidisciplinary. teams of dad, Mag A 


t 
i | oriented psychiatrists, psychologists, social workers, teachers, аа voca- | 


tional rehabilitation specialists participate іп assessment of the whole . | 
child and formulate plans for his treatment, education, and vocational. = 
‘training. Children are assigned to one of the: many residential units or ` 
communities for milieu therapy, general and remedial adicaron. voca- 
tional counseling and guidance, pre-vocational services, and vocational 


training. 


CLINICAL STAFF 








J. Clifford Scott, M.D. ines Wright, M.D. 
Edwin H. Abrahamsen, M. b F. Ellsworth Henry, S.T.D.. 
Aurelio Buonanno, M.D. Milton Brutten, Ph.D. det a 
Charles M. Campbell, Jr., М. D. William J. Cohen, Ph.D. "wv ee 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. T" ojus an 
Ruth E. Duffy, M.D. Sidney L.. Copel, Ed.D. 
William F. Haines, M.D. . Michael B. Dunn, Ph.D. 
Robert L. Hunt, M.D. _ Shirley M. Jahnson, Ph.D. 
Richard H. Lambert, M.D.  . John R. Kleiser, Ph.D.. . 
Leonardo Magran, M.D. Murray Levine, Ph.D. 
Joseph J. Peters, M.D. Henry Platt, Ph.D. 
Alvis J. Scull, M.D. Edgar A. Smith, Ed.D. 
Jacob S. Sherson, M.D. George Spivack, Ph.D. 
Albert S. Terzian, M.D. Herbert A. Sprigle, Ph.D. 
Walter M. Uhler, M.D. Anne Howe, М;5. 
Tirso L. Vinueza, M.D. Kenneth E. Evans, B.S. 
Psychoanalytic Consultants 
G. Henry Katz, М.О. Herbert H. Herskovitz, М.Р. M 
Ес SCHOOLS 
THE DEVEREUX FOUNDATION | COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 
Devon, Pennsylvania | TRAINING 
£ anta ка California | и, Texas RESEARCH 
HELENA Т. DEVEREUX | ВЫ inquies for Eastern Schools «Бш 
Administrative Consultant | Бе directed, to Charles J: Fowler, Registrar, 





Devereux Schools, Devon, Pa.; for Pacific Coast 
Schools, to Keith A. Seaton, Registrar, Dever- 
- eux Schools! in California, Santa Barbara, Calif.; 
WILLI AM B. LOEB ТЕ 8 Southwestern residents address Devereux 516916 
f'reasurer ` сб №. n Texas, Box 336, Victoria, Tex. | 


EDWARD L, FRENCH, Ph.D. 


Director 
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